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PREFACE

When a trout rising to a fly gets hooked on
line and finds himself unable to swim about
freely, he begins with a fight which results
in struggles and splashes and sometimes an
escape.
Often, of course, the situation is
too tough for him.

a

In the same way the human being struggles with
his environment and with the hooks that catch
him.
Sometimes he masters his difficulties;
sometimes they are too much for him.
His struggles are all that the world sees and it naturally
misunderstands them.
It is hard for a free fish
to understand what is happening to a hooked one.

Karl

During 1981-1982
I

met

a

worked in

I

a

A.

Menninger

state psychiatric facility where

number of people who frequently wandered, or were propelled,

into and out of the hospital.

They generated

a

climate of frustra-

tion and mixed feelings among staff who provided services for these

"multiple admission patients".

maintain

a

Although staff members struggled to

therapeutic, relatively accepting stance toward all pa-

tients, their affective responses to the multiply admitted most often
was

:

"Oh no

,

not agai n"

Of the patients
as

a

I

met, none affected me so deeply and lastingly

young woman who repeatedly hurt herself, exposed herself to

danger or threatened to destroy herself.

She had been hospitalized

Her therapist,

five times in the last eight months.

(the most recent

of several), had referred her to me for diagnostic and personality
vi

i

assessment.

He was quite open about his motivation for
referring

her and his hopes for specific results:

schizophrenia, chronic, and
tic medication.

clude

a

a

A change in diagnosis to

rationale for prescribing antipsycho-

While trying not to let my bias and reaction pre-

diagnosis of schizophrenia,

I

met with her on three occa-

sions to do the evaluation.

The first time we met, she floated in, gracefully bouncing off

walls and doorways, in very dark sunglasses.

randomly that

I

Her gaze wandered so

felt as insubstantial as she appeared.

We began

talking (she whispered) about her understanding, and mine, of why
she had been sent to see me.

Her pose, initially, was one of pas-

sivity and feigned ignorance.

She really had no idea.

I

said

I

thought for sure she had some thoughts and feelings about the assessment, about me, my motives.
cine".

She responded, "He wants me to take medi-

"The stupid, facile testing" would provide the evidence that

she was "sick".

As

for me,

I

was his partner in this crime of

"shelving" her.
During the time we spent together, we discussed her pattern of
the last several years:

an

increasing inability to work, loss of in-

terest in her hobbies, depression, frequent suicide gestures and

wondered what her

attempts, repeated hospitalizations, isolation.

I

ideas were about what had happened in her life.

"Well...".

didn't quite know what to suppose.

She

But she could tell stories about

various therapists, different medications and hospital experiences.
vi

i i

She also spoke of
a

minister- friend and of her father, who had been

a

well-known social worker before his death.
Prominent among the themes in her discussion as well as in the

formal

testing was

a

confusion about being in and out:

of her family, of relationships, of places.
despair.

Of herself,

Her mood bordered on

She expressed intense anxiety about being pulled in, con-

trolled and exploited as well as fears of being kept out and abandonned.

Her psychotherapists, who,

would call

frequently when feeling

if given half a chance, she
in

crisis, threatening suicide,

had initiated, each in turn, the end of therapy.

She guessed, in

our last meeting, that she didn't "feel quite right anywhere".
I

to you

preface this dissertation with
for several

a

sketch of

a

woman unknown

reasons, among which is my desire to make her and

others like her less invisible.

Despite the resources they use and

the attention they receive, they remain neglected and unknown as persons.

She,

in particular,

had the look and the motions of one on the

borderline between relational/therapeutic involvement and isolation

from/rejection by others.
external environment.

She literally drifted, barely touching the

Others, with similar life and psychiatric pat-

terns, are by contrast, often angry and explosive, aggressively cutting

themselves off from others, while simultaneously and with great energy propelling themselves toward them.

Bachrach (1982) has called these individuals, with their intense
ambivalence, perceptual and cognitive distortions, frustration and
despair,

"Problem patients".

Chu and Trotter (1974) describe them
ix

.

as the "most unwanted patients".

Mental

health professionals find

them difficult to understand, to respond to, to treat,
and to engage.
"They are treated perfunctori ly
to go through the motions"

.

.

.

staff that is too discouraged

by a

(Harris & Bergman, 1979).

The patients have what Chrzanowski

degree of therapeutic immunity".

(1980) describes as

Many simply do not respond to

existing treatments, or reject them totally.
anecdotal material

in the literature

providers have developed, in turn,
pathic immunity."

As

"high

a

a

My own experiences and

suggest that therapists and

comparably high degree of "em-

illustrated by Harris and Bergman (1979) clinical

judgment, in cases of multiply admitted difficult patients, may become
as distorted as the patient's poor personal

judgment.

It seems

diffi-

cult for the clinician to acknowledge, identify with, and respond to
the individual

The referral
like

a

request for

by the woman's therapi st for an assessment
a

blood count than

flected this problem in empathy.

a

more

-

means of knowing her

-

re-

He barely knew her and yet was so

discouraged by her psychiatric history that he was motivated to put
her in a "hopeless" diagnostic category, and to medicate, both of

which seemed likely to reduce the possibility of
tionship.

a

therapeutic rela-

The patient was herself ambivalent about such

a

relation-

ship which seemed to be dangerous and destined to fail.
,

Since? this incident

I

have found that people who are multiply

and non-Beneficial ly readmitted to psychiatric facilities, forever

beginning and losing therapeutic relationships, are
x

a

concern for

many who design and work in the mental health system.

The ranks

of the "problem patient" seem to be expanding and the
system is
not responding well
&

Reihman, 1982).

to their needs

(Bachrach, 1982; Sheets, Prevost

Despite the diversity among this group in diag-

nosis and functional

capacity, little of the data on readmission

and patterns of service use is about individual

methodology

is

quantitative:

patients.

Research

head counts, bed counts, days in and

our counts; or, if interview-based, it frequently relies on professionals' opinions, perceptions, and ideas.
The exclusion of the patient from research about the patient
is

much the same as the exclusion of the patient

ness"

-

in the treatment setting.

about engaging and being engaged.

-

"the perfunctori-

The patient also has mixed feelings
And, on

a

more general

level, the

importance of one-to-one relationships between professionals and patients, in research and in therapy, has been eclipsed in this age of

psychotropic drugs, DSM Ill's, and concern for coordination of services which may or may not exist, or may not be possible to coordinate
(Lamb, 1982).
The world in which mentally disabled people live has changed

considerably in the last ten or fifteen years.
time may well

People who at one

have been confined, often involuntarily, in total

stitutions are now in

a

in-

society that barely tolerates deviance and

has difficulty providing environments that are more therapeutic than

This experience for some, who

coercive and socially controlling.
xi

probably would have difficulty engaging with an "ideal" therapeutic
environment, is enacted

in

a

pattern of repetitive re-engagement

with the center of the mental health system, the psychiatric hospital.

This might not be bad if these repeated encounters bene-

fitted people, but it's not at all

clear that they do.
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ABSTRACT
The Meaning and Function of Multiple
Psychiatric
Hospitalizations: An Analysis of Patient Perspective

September, 1933

Lorraine Yasinski, B.A., University of Dayton
M.A., Wake Forest University
Ph.D.

University of Massachusetts

Directed by:

Professor Harold Raush

This study was designed to investigate the meaning and function

of multiple psychiatric rehospital i zations from the perspective of
the readmitted patient.

Twenty psychiatric patients participated in

an interview which encouraged discussion of the process of readmission

through discharge and community re-entry.

subjected to

a

The interview data were

qualitative analysis in order to determine similarities

and differences among participants in values, attitudes and perceptions

regarding themselves and mental health care.

A review of participants'

charts also was conducted.
It was

found that participants described three styles of relating

to the mental

health system and the psychiatric hospital

Engaged, disengaged and ambivalent.

in

particular:

Engaged persons described the

hospital as home and community and showed little interest in returning
to the outside world.

Their readmi ssions tend to be self determined.

Disengaged persons describe deep feelings of mistrust and fear of mental

health personnel and settings, most especially the hospital.
xv

i i

Des-

pite serious problems in living they
avoid contact with the system
and prefer life in the outside community.

Readmissions are usually

determined by others, especially family members
and police.

Ambi-

valent persons describe needing both brief
respites and outpatient
supports to maintain their lives in community.

On the whole,

request readmission during crises and stay in
hospital
either engaged or disengaged persons.

they

fewer days than

These three relational styles

appear to emerge from resolution of the conflict between
needs for
security and autonomy.
This study suggests that readmission not be used,
as it is cur-

rently, as

itself

is

a

policy/program evaluation indicator.

too complex to be used simpl istically.

The phenomenon
Also,

findings re-

ported point to diagnosis, gender and developmental variables as

potentially significant indicators of the meaning and function of
readmission for the psychiatric patient.

xv

i i i

CHAPTER

I

INTRODUCTION

As organizations become larger and more complex,
the men at the top depend less and less on firsthand experience, more and more on heavily processed
data... The information that is omitted (or seriously distorted) is information that not readily expressed in words and numbers, or cannot be rationally condensed into lists, categories, formulas of
compact generalizations by procedures now available
to us... It filters out emotion, feeling, sentiment,
mood and almost all of the irrational nuances of

human si tuations
So the picture of reality that
sifts to the top of our great organizations and our
society is sometimes a dangerous mismatch with the
real world.
We suffer the consequences when we
run head on into sitations that cannot be understood
except in terms of those elements that have been
filtered out.
John Gardner
.

.

.

Purpose and Definition

Exclusion of patient:

A Pervasive and

crucial

problem

This study

.

explores the experience of multiple readmissions to psychiatric facilities from the perspective of the patient.

As noted in the Preface,

the psychiatric patient's point of view most often is omitted from

psychological research.

Such an oversight can imply that psychia-

trically disabled people who have serious difficulties

in

living can

play no part in creating programs and therapeutic environments which
are consistent with their values and in which their needs are met.
1

2

Although unrecognized value and need
differences between patients and staff can have detrimental
effects on the treatment process

(Skodol

tients'

Plutchik,

&

Karasu, 1980), little is known about pa-

values, problem definitions and solutions.

Many researchers

have argued that patients are unreliable sources
of data about them-

selves or that they will

reject

participatory role

a

in

research for

fear of misrepresentation or that self-disclosure would
result in

confinement (Horizon House, 1975; Mayer

&

Rosenblatt, 1974).

Rutman

and his associates at Horizon House in Philadelphia,
however, conducted
an extensive follow up of patients which included intensive
interviewing.

They report that:
...the survey was conducted without incident
despite the fear of mental health professionals that the respondents might interpret the
interview as an assessment of their need for
rehostipal ization. .Rather the interviewers
indicated that many of the respondents were
pleased to partici pate
In addition the interviewers expressed surprise at the openness and
candidness of the respondents in the interview
situation (1975, p. 9).
.

.

.

.

These findings suggest that the "fears" of professionals may be based

more on

a

value system that denies patients access to participation

in the mental

health system as citizens than on substantiated patient

unreliability and fears.

/Emergence of multiple readmission as

^

excluding

patients

a

phenomenon

.

The problem of

from research in no less apparent in the research

on readmission and multiple readmi ssions

.

Multiple readmission, also

.

3

referred to as the "revolving door", refers
to
to and discharges

from

a

psychiatric hospital

a

series of admissions

for one individual.

Re-

admission, as used here and in the literature,
refers to the readmission episode,
tal.

i.e., the statistical

event of readmission to

a

hospi-

This term is used interchangeably with recidivism
although the

latter is formally defined as "the chronic tendency
toward repetition
of criminal or antisocial

Readmission as
individual

a

behavior patterns".

systemic problem, and multiple readmission as an

pattern emerged in the mid-sixties as an unintended conse-

quence of far-reaching policy changes in the mental

Policy then was beginning to reflect

a

shift of philosophy from insti-

tutionalization to de-institutional ization.
large mental

health system.

Plans included closing

hospitals because most inhabitants would be living in the

"community", and replacing hospitals with psychiatric centers providing acute care.

Inpatient hospitalization was considered

outdated treatment philosophies and was to be phased out.
ment,

a

remnant of
Such treat-

if necessary, would be short term and oriented toward discharge.

Two groups of psychiatrical ly disabled people were affected by

these changes:

those who had been living in institutions for long

periods and were released into the community with outpatient support
(the de-institutionalized), and those who had been living in the com-

munity,

for whom brief admissions and outpatient care were to suffice

(the uninsti tutional ized)
In

the wake of these policy and treatment changes, which included

4

both diversion away from inpatient care to community
alternatives and

short term admissions to hospitals if diversion failed, there
was an

increase in number of psychiatric ^hospitalizations.

The meaning and

function of readmission is seen most frequently from the "system's"
perspective.

Little is understood about the experience, meaning, and

function of the multiple readmissions from the patient's point of
view.

The meanings and functions of readmission

.

There are two basic ways

of defining and evaluating the meaning of recidivism and the revolving
door, revealing

a

figure-ground.

The more prevalent view is the evaluative perspective,

relationship between person and the system as one of

which has the system, its policies, values and practices as figure.
People who are readmitted form the background and remain indistinct.
The second view,

a

reverse in figure-ground constellation

is

exempli-

fied by more recent research in which the behavior and values of the

person are emphasized.

In

this research, the policies and values of

the system are more or less recognized as relevant background.

Evaluative perspective
is

.

In

research where the evaluative perspective

primarily systemic, both readmission rates and the fact of recidi-

vism are important in evaluating national mental health policy and

particular programs and treatments, both of which value "community
care" as

a

goal.

Kiesler (1982b) notes that, despite the importance

of valid and reliable readmission data for both assessing and under-

5

standing the consequences of national
al

policy, there is no one nation-

source of data reporting on inpatient episodes
or people hospital-

ized for mental

disorder.

As

result:

a

The national data on these issues are difficult
to come by.
One must often piece together a
puzzle with bits of information from various
sources (p. 1324).
No

single source tracks mental

health data broadly enough to begin

addressing important questions about the number of peopl

e

actually being

hospitalized, changes in length of stay over the last 15 years, rates
of readmission and where people are going most often for inpatient
care
(For

comprehensive critique of national data collection and an inform-

a

ed method for assessing national
If there is such

a

policies, see Kiesler, 1982a; 1982b).

thing as the revolving door, Kiesler believes

that it reflects in part the difference between de jure and de facto
mental

health policy.

"The de jure policy is that which we legislate

and collectively intend to carry out in the name of mental health"
(1982b,

p.

1323).

The de facto is what actually has occurred regard-

less of manifest or overt public attitude and intent.

If multiple

admissions are occurring increasingly and significantly on
level
a

a

national

(which cannot be assessed) then these multiple readmissions are

function of basic differences and conflicts between de jure and de

facto policy, in which de jure policy is failing.

Despite the lack of national level

verification of the revolving

door most observers-, and practitioners in the system estimate that between 30 and 50 percent of all

inpatient episodes are readmissions

6

(Dincin

&

Witheridge, 1982).

"The revolving door phenomenon
of mul-

tiple admissions and discharges is
well-known" (Klerman, 1977,
P-

624).

Certainly this

is

true for people who work in mental

health

settings, where there is no question
of the existence of the revolving door.

Staff see it in motion; that is, they
see certain people

come in and leave frequently.

Readmission rather than length of stay has
become the indicator
of program success

i

both formal and informal

n

regional and national
use recidivism as

a

As currently used

in

levels.

evaluations at local,

Almost all evaluation researchers

sign of system,

philosophy, or treatment failure.

research, readmission is viewed as

a

discrete,

ahistorical and impersonal event, its meaning and function
derived
in the context of the

institution's values, goals and myths.

Patient perspective

Recently, however, there has been some case re-

.

port research which lays the groundwork for interpreting the
meaning

and function of multiple readmissions in the patient's terms.

This

research asks about self-perception, observations of the system and
problem conceptualization from the patient's perspective.

grounded in
mental

people,

a

It

is

growing awareness of the changing nature of both the

health system and the population it now serves, mostly young
between 20 and 40, representatives of the demographic bulge

of post WW

II

basies who grew up in the fifties and sixties, about whom

little is know.

Most have never had long term institutionalization

large state hospitals.

Many, in fact, rarely come in to hospital,

in

7

having constructed ways of life in which
system engagement is avoided.
A substantial

number of these young patients who are known in
the sys-

tem use enormous amounts of resources, both
inpatient and outpatient,
from which they seem to benefit little (Pepper
Even less is known about patients'

than about national

&

Ryglewicz, 1983).

experiences of multiple readraission

trends in the use of the inpatient system.

The meaning and function of the mental

hospital and of readmission

for the system is complicated and confounded by systemic
beliefs in

and hopes for the philosophy and implementation of deinstitutionaliza-

tion and community treatment.

The philosophy of non-institutional ization

has become confused with treatment practices creati ng

which use of the hospital is

a

a si

tuation in

failure and is discouraged by both ad-

ministrative and treatment levels.

Other influences, however, may be

encouraging people to make use of inhospital resources.
What readmission to the psychiatric hospital means and how it

functions for individual

patients remains unclear, however, due to

their historic position as background in higher level
tice evaluations.

policy and prac-

The intent of this study is to clarify and augment

information about the meaning and function of multiple readmissions
for the patient.

Review of the Literature

The literature to be reviewed falls into two categories:

relating to readmission as

a

One

single episode in the system; the other

relating to people who are multiply readmitted
and the processes underlying readmission.

The former uses readmission as

tically relevant event and
cations.

It

is

a

is

discrete, statis-

seen as having policy and program impli-

measure of evaluation and

treatment (and intent).

a

is

equated with failure of

The latter category of research takes the

multiply admitted person, rather than the readmission
event, as subject.
This research also has policy and program
implications but is more often valued for its clinical

implications.

Redamission as treatment evaluation indicator

.

There are many indica-

tors used to assess both the patient's success in the community
follow-

ing or coincident with treatment and the mental
in

providing adequate treatment settings

in

health system's success

and out of hospital.

lity of life variables such as; the type or amount of social
tion,

the assumption of varied social

Qua-

interac-

roles in the community, the

ability and motivation to perform activities of daily living, and the
return to productive work, are useful

indicators of the extent to which

the patient appears integrated into the community.

Mental

status, di-

agnosis and compliance with outpatient treatment regimens also are criteria for evaluating patient success and/or treatment adequacy (cf.

Rosenblatt_& Mayer, 1974).
These indicators are used to assess hospital versus outpatient

treatment and long versus short-term hospitalization as well as

predict and prevent future hospitalization.

to

Investigators in the area

of evaluation use various combinations of these criteria, contributing

.

9

to a

lack of cohesiveness in outcome research.

Consensus on only one

outcome measure has been achieved; rehospi tal ization
treatment failure (Solomon
of the measure lies in:
failure,
and (3)
it costs

(2)

&

(1)

Doll, 1979).

;

either

a

hospitalization is

a

patient returns or he doesn't,

its applicability to cost-benefit analysis;
X

equated with

The power and popularity

its value base;

its concreteness

is

if he returns

dollars compared to the cost of his remaining in the com-

muni ty

Because it

is

cost-effective to reduce the number and duration of

readmissions as well as presumably better for patients to avoid hospitalization, most investigators have been hopeful of uncovering the
causes of, or conditions associated with, readmission.

Consistent

with system philosophy and the goals of policy changes, evaluation
studies in the last 15 years have been concerned with both length of
stay and in- versus out-patient treatment as they affect readmission
rates.

A brief review of this literature

Short versus long stay evaluation

follows.

Following implementation of poli-

.

cies of short term, intensive hospitalization, an increasing number of

researchers began exploring the efficacy of time-limited inpatient programs.

Early on, the Northwest Washington Hospi tal -Communi ty Pilot

Project (Dieter, Hanford, Hummel
stay by placing all

Lubach, 1976) shortened hospital

S

newly admitted patients on

medication and rest followed by

a

2

a

7

day program of

week "readjustment phase" pre-

paratory to follow up in the community.

This group was compared to all

.
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patients admitted during the five months prior
to the pilot project.
The two year program resulted in 90 percent
of the project patients

being released in

a

median time of

21

days.

patients were readmitted within one year.

admitted prior to the project) stayed

comparable readmission rate.

a

Twenty percent of the
The control

group (those

median of 54 days and had

a

The authors conclude from their data

that length of stay does not differentially affect
subsequent read-

mission.
series of similar VA studies,

In a

1971; Caffey,

(Caffey, Galbrecht

&

Klett,

Jones, Diamond, Burton, & Bowen, 1968), it was found

that length of stay did not influence readmission rates per
se, but

that intensity of outpatient follow up did.

Continuity of aftercare

was evidently responsible for reducing frequency of rehospital ization
in several

(Clayhorn

other studies in which length of stay was irrelevant
&

Kinross-Wright, 1971; Sheldon, 1964).

Other researchers have reported that longer stay patients are

more likely to utilize outpatient treatment resources.

Using random

assignment, Glick, Hargreaves and Goldfield (1974) placed all patients

admitted to their ward in either

a

short or long term group (short

defined as 21-28 days; long, as 90-120 days).

Patients remained in

their assigned group regardless of final diagnosis.
hospital

Data on post-

treatment showed that the long term group had more outpatient

treatment than its short term counterpart.

There also was

a

mild ten-

dency for more short term patients to have more readmissions
Taken together, these studies suggest

a

direct relationship be-
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tween after care and low rates of readmi
ss ion and between longer

lengths of stay and subsequent contact with
outpatient resources.
One could speculate that longer stay patients
would then have lower

rates of readmission.

Most studies reviewed, however, do not show

clear cut trends in the relationship between length
of stay and re-

admission.

Altman, Sletten and Revel

(1973)

reported shorter lengths

of stay were associated with increased rates of return,
but this has
yet to be replicated (McNeill, Stevenson

&

Longabaugh, 1980; Haupt

&

Ehrlich, 1980; Erickson, 1975).

Inpatient versus outpatient program evaluation

.

Data presented by

Rosenblatt and Mayer (1974) suggest that early and successful diversion away from hospital toward available, intensive community programs

may serve to delay, avoid, or shorten length of subsequent hospitalization.

Kiesler (1982a) provides evidence in agreement with this con-

clusion.
control

He reviews ten studies, each of which have experimental

and

groups, and shows that diverted patients had generally better

outcomes (as measured by recidivism, work and family-role resumption).
In all

but one of the studies patients had histories of previous hos-

pitalizations.

The exception, Mosher and Menn

(1978) only accepted

never hospitalized, young men diagnosed as schizophrenia.

Of the rest,

only one study considered previous admissions in evaluating their findings.

In

that study (Brook, 1973), seven of the forty nine "experimen-

tal" patients eventually were transferred from the hostel

to hospital.
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Each of the seven had histories of previous
admissions.
One problem with Kiesler's assessment of
these "model
is

programs"

that he neglects to emphasize both the
relationship of previous

admission history to outcome and the special
circumstances surrounding patient diversion

(Bachrach, 1980).

regard to the latter,

In

upon request for admission patients immediately
were offered available

treatment alternatives, many of which provided shelter and
enlisted
family support.

This is not generally the situation confronting most

patients when they are diverted from hospital, although at
least one
study suggests the importance of immediacy of response to patients'

requests for help (Levenson
In

&

Pope, 1981).

many studies of hospitalization versus community alternatives,

patients seen as "sicker" or those who have

treatment are often excluded.
provides evidence of

succeed in preventing
It would

In

a

history of resistance to

spite of these problems, research

trend for alternative, intensive programs to

a

a

person from developing

a

patient identity.

be of great interest to document the histories of those en-

tering alternative treatment, both for the sake of demonstrating program efficacy with acutely disturbed patients, and for indicating the

appropriateness of such alternatives for the multiply readmitted person

The value of readmission as outcome measure

.

In

the studies they re-

viewed and in their own research, Rosenblatt and Mayer (1974) found

a

substantial correlation only between number of previous admissions and

subsequent readmission, regardless of length of stay or inpatient ver-

.
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sus outpatient treatment.
a

Dincin and Witheridge (1982) also report

significant correlation between the two.

the studies

Unfortunately,

in

most of

reviewed, the relationship between previous
admission

history and readmission or between particular
life styles and read-

mission was not of primary interest to investigators.

Most resear-

chers have been more interested in exploring the
effect of some treat-

ment or aspect of mental

illness on recidivism.

to view readmission as a

problem and to try to change it without un-

derstanding it first.

They are inclined

Findings about number of previous admissions do

not even appear in most readmission studies and, when
they are reported,
it is without discussion.

This makes it impossible to sort out what

variables account for readmission outcome and yields little relevant
data about adequate treatment and aftercare planning for different

groups of patients
In

their analysis of readmission as

Solomon and Doll

a

program evaluation measure,

(1979) argue that the simplicity of the measure is

deceptive and does not provide practitioners and program evaluators
with

a

sense of the "multiple functions that hospitalization plays in

the mental

health delivery system" (p. 230).

Psychiatric rehospital
complex, many-faceted
use them as a single,
of program success or
leading (p. 237).

Furthermore,

i zations
are such a
phenomenon that to
sure, safe measure
failure is... mis-

They suggest that readmission frequency be reconceptual zed in
i

terms of categories of events that occur while the patient is moving
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toward hospitalization and those which occur at
the "gate" of the
system.
a

Under "pathways" to the hospital, they list
readmission as

possible patient solution to emotional, financial,
housing or fami-

ly problems.

They emphasize, however, that readmission may be
more

a

function of both community and family intolerance than
the patient's

inability to stay sane in the community.

"Gatekeeper" factors are

reflections of admitting personnel characteristics, patient characteristics and history, or the characteristics of those who bring
the
patient in for evaluation.
example, may be

a

A certain percentage of readmi ssions

for

function of the experience of the admitting clini-

cian rather than the immediate needs of the patient.
a

,

single readmission may be

a

function of

a

In

other words,

variety of factors, none

of which coincide with the patient's actual need for inpatient care.
The assumption that the readmission is

a

function of treatment

is

both

naive and grandiose.

Kiesler

(1

982a) would argue that multiple admissions are both

socially sanctioned and economically determined by fiscal policies
which continue to provide the bulk of monies to inpatient settings and
are

function of the patient following those monies.

a

Rather than re-

flecting particular treatment failures, readmission reflects
the underpinnings of the mental

and funding decisions.

a

flaw in

health system in the areas of political

He would agree with Solomon and Doll

that as

the mood of the public and the economy shifts, "readmission rates...
will

increasingly become an inverse index of community alternatives"

(1979,

p.

236).
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Even accepting recidivism as

cator,

a

useful

program evaluation indi-

there are problems with the measure itself.

Solomon and Doll

note that "simple readmission rates or
recidivism are measures of

questionnable validity and questionnabl
As

a

e

reliability"

result, readmission seems to have little practical

luation measure.
simpl istically.

It

is

simply too complex

a

(1979, p.

238).

use as an eva-

phenomenon to be used

Various treatment type outcome studies using read-

mission show that there either are no or very few differences
among
treatment alternatives for anybody or recidivism is not

a

sensitive

measure of the effect of treatment experiences on different
people.
The statistic itself would probably be more useful

as an outcome

measure if the person's number of previous admissions were weighted and
covaried in the analysis of readmission rates and trends.

In

this way

significant effects of treatment on recidivism would not be obscured
by the powerful

relationship between number of previous admissions and

subsequent readmission.
A

final

criticism of the measure

is

that those most in need of

treatment may be those most harmed by the utilization of low recidivism
rates as goals of treatment.
If a low rate is taken as an indicator of program success in returning recidivists to the
community, then hospitals, agency staff, and
planners may not pay attention to the continued
support and needs of the chronic patient.
In
the realms of our research, our measures must
serve our clients as well as our science
(Solomon & Doll, 1979, p. 238).

Not all

patients are multiply readmitted.

A particular group of

16

people seem to engage in this choreography, in
time with the psy-

chiatric system.

There are few data which bear on the questions

about what makes this happen from anyone's perspective,
but most es-

pecially from the patient's.

•

Multiple admissions as life pattern

.

Studies which are case oriented

generally have been explorations of the emerging population of
"young
chronics", some of whom are admitted frequently to psychiatric facilities.

Despite the difference in focus, these studies provide the only

descriptions of people who repeatedly are admitted to hospital.
Robbins, Stern, Robbins and Margolin (1978) report that the psy-

ciatric staff at Bellevue Hospital made

list of disruptive patients

a

who apply frequently for readmission but "refuse to participate in

therapeutic programs".
"maximum hospital

The staff felt that these patients had received

benefit" and should be diverted from admission.

authors note that although their symptoms abated

in

vironment, these patients refuse to remain more than

either requesting discharge or eloping.

a

en-

short time,

When in community, members

of this group participate little if at all
In

the hospital

The

in therapeutic programs.

reviewing the life histories of these patients (through charts),

Robbins and his colleagues describe "chronicity of illness and frequent application for admission" as the most striking characteristics.

Follow-up showed many of the patients applying for readmission (often
to

other hospitals, sometimes in other mental health catchment areas)

only days after discharge.
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Depression was the most common symptom and 16
of the 38 patients
they studied reported suicidal maneuvers
ranging from gestures to very
serious acts.

Attitudes toward treatment (as inferred from
notes)

tend to be negative.
in hospital.

The patients are disruptive and hostile
when

This prompted the authors to wonder if:

Patient attitudes might be made more positive if
schools, agencies and other community resources
could be used so that the disruptive patient would
not have to be confined and could receive better
education than that administered in a facilitybased program.
It would also be necessary to listen
to the patients' experiences and to modify Drograms
to meet their needs (p. 46).
They add that the "unwanted patient" requires long term,
supportive

treatment and when discharged should have intensive follow up support
in managing his

life.

(Most of the patients they describe are males).

Zaleski, Gale and Winget (1978) agree with the conclusion that
some multiply admitted patients need long term treatment.

They re-

port on six cases of individuals who ask repeatedly for readmission,

describing one person as "kneeling on the floor of the emergency room
and begging to be returned to the hospital".

Five of the six they

followed were seriously suicidal or homicidal with rejecting, absent
families.

This is consistent with the Robbins et.

al

.

(1978) group;

they too had essentially no relations with families of origin.
Zaleski and her colleagues believe that the people they studied de-

served extended hospital care because adequate resources do not exist
for them to survive in the community.

young patients with whom he

is

Lamb

familiar.

(1982) says the same of
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case described by Schwartz and Goldfinger
(1981) the indi-

In a

vidual

was seen eight times in emergency services
and admitted three

times during the previous year.

initiated by the police.

self destructive acts.

All

admissions were involuntary and

The bulk of his appearances followed minor

They report, however, that "after three of

the more serious gestures he was hospitalized
on the inpatient unit"
for the first time
to a

(p.

halfway house,

They describe him as
tal

472).

Before this admission he was referred

day care program and

a

a

a

local

outpatient clinic.

"bitter and angry man who feels that the men-

health system can't help him"
Sheets and his associates

(p.

47(1).

(1982) interviewed 22 direct service

providers in an effort to describe what young adult chronic patients
are like as persons.

Content analysis of interviews indicated three

distinct groups of patients, one of which they labelled as "high

energy-high demand".
group.
ness vis

Some "revolving door" patients fit in this

These individuals are characterized by mobility, demandinga

vis case managers,

encounters with the law, and

low frustration tolerance,
a

tendency to act out.

frequent

"They are plagued

by vacillating moods and interests, which are reflected in their erra-

tic search for services,

security and meaning"

(p.

201).

The meaning and function of readmission for the patient

ally, descriptions of people

whfi

.

Most gener-

are multiple admissions are found

throughout the literature on "young adult chronic patients" and chronic crisis service users.

These people are members of

a

new genera-
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tion of "mental

patients",

a

generation that "in the optimism of the

1960's was to be the beneficiary of non-traditional,
noni nsti tutional
and non-restrictive care"

(Bachrach, 1982,

Although they were studying

a

p.

,

189).

group of psychiatrical ly disturbed

street people ("space cases"), some of whom are multiply
admitted and

discharged, Segal, Baumohl and Johnson's (1977) use of
"social margin"
to understand the

lives of these people can be extended to discussion

of the multiply admitted person.
Social margin "refers to the set of resources and relationships
an

individual can draw on either to advance or survive in society" and

consists of family, friends, possessions, skills and personal attributes that can be "mortgaged, used, sold or bartered in return for

necessary assistance" (Segal et. a!., 1977,

p.

388).

Most patients described in the literature as multiple admissions
or high demand seem to lack the personal attributes which lead others
to

perceive them positively and want to help.

This critical

lack

of an area of social margin leads to rejection and annoyance at service delivery points as well as to increased social
peers.

Social margin, especially for the poor (as most chronic pa-

tients are) is
tential

a

relational matter depending on the good will of po-

benefactors.

This goodwill of benefactors

friends or bureaucratic functionaries

cant's" compliance with pivotal
seen as

isolation among

a

-

-

whether family,

often depends on the "appli-

role expectations.

If one

is

not

good daughter, reliable friend and receptive and grateful

patient, the applicant is outcast.

If there are

manifest demands for
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"good behavior",

a

great many applicants will

simply reject the bene-

factor first.
The limited discussion of multiple admission
people in the litera-

ture suggests that impoverished social margin,
both in community and

treatment spheres, may contribute to patterns of service
use.

multiple admission people are isolated from friends and
family.
have few valued skills, little money and
butes that repel

service providers.

a

Many
They

variety of personal attri-

It seems

important to note in

closing that in many studies of "young chronics" and multiple
admission, males form the bulk of the "subjects".

then this is

a

described

male.

is

critical consideration.

In reading these reports

The "prototypical model" being

Summary

Most of the literature on psychiatric rehospi tal i zations centers

around mental health policy/program success or failure; the higher the

recidivism rate the more

a

given system is seen to have failed.

There

are some investigators who have centered their research on the patient,
but it appears they attempted to describe those who are multiply ad-

mitted rather than to understand the phenomenon as the patient experiences it.

The major themes which emerge from this research suggest

that multiply readmitted patients are likely to be male; to be isolated
from family; to be either hostile toward authority or highly dependent;
to

be

treatment resistant; to be depressed and frequently suicidal.

Is

it

possible that recidivism, while

health system's perspective, is functional

spectives?

Might the hospital have

should understand?
ful,

a

a

problem from the mental

from some patients'

per-

meaning to them which providers

The descriptive research,

though clinically use-

does not answer these kinds of questions.

There simply are no

hypothetical models that might sensitize researchers
and clinicians
to

the influences at work within an individual

and in his interactions

with service providers in hospital or community.

This situation led

Rosenblatt and Mayer (1974) to comment that;
...there is an obvious need to follow a small group
of patients over time and try to learn as much as
possible about the influences that affect their
movement in and out of the hospital. While previous studies have examined the influences leading
to a specific admission, none has explored why some
patients continue shuttling back and forth between
hospital and community. .. Investigations of this kind
require intensive interviewing and observation of the
patient's career at different stages.
Although they
furnish little information on the typicality of the
influences involved, they would undoubtedly provide
important clues for subsequent investigation (p. 702).
I

in

agree with Rosenblatt and Mayer that directly involving patients

research

is

important for understanding and conceptualizing the phe-

nomenon of multiple admission.

As

described in the next chapter, this

study involves patients in initial explorations of the multiple admission phenomenon.

.

CHAPTER

II

METHOD

In comparison with the outside observer,
the
patient is in a privileged position.
He can
actually know what the outsider must infer or
speculate about
In addition to his intimate
connection with what he is describing, he can
also be said to have a special interest in the
proceedings.
Fianlly his ignorance of psychiatric theory may permit him to formulate novel
conclusions which lie outside the usual framework
.

Kaplan, 1964

They never explain to me what the purpose of any
of their plans are.
There's a problem with communication it seems... I think, though, that I
understand where they're coming from much better
than they understand me.
They never try to understand the meaning of what I say as though they
think "Hogwash" and then they don't have to listen
to anything el se

Gloria,

Inpatient participant

The primary purpose of this study was to explore with psychiatric patients the meaning and function of their multiple hospital

admissions.

I

chose an interview-based approach consistent both

with the aim of obtaining patient views (not simply attitudes or

levels of satisfaction) and with my own value that social science

research should benefit participants at the time

it

is

conducted.

Research suggests that interviews often are perceived by participants
as

helpful and good experiences

(Sanford,

1982).

The central

tion of this process is similar to Gilligan's (1982):
22

assump-
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That the way people talk about their lives
is
of significance, that the language they use and
the connections they make reveal the world
that
they see and in which they act (p. 2).

Partici pants

A group of 30

potential

by inpatient advisors

the system)

participants was obtained from referrals

(the term for therapist/case managers used in

in upstate New York.

The advisors had been contacted ini-

tially by letter (Appendix A) and subsequently by phone or visit so
that

I

could explain the research and define the population to be in-

terviewed.

Therapists were aware that

the content of conversations

Of the thirty referrals,

I

would not discuss with them

had with their clients.

I

I

could not contact five (i.e., they

had no phones and did not respond to letters)

(Appendix B).

Five

who refused to participate are described in the following sections.

These ten non-participants did not differ in age, sex

(5

males,

5

females), institutional history or number of admissions from those
who participated.

The twenty individuals interviewed, eleven females and nine males,
each had at least four documented psychiatric hospital admissions

since January, 1981 as verified by their records maintained in this

upstate New York psychiatric center (here after referred to as UNYPC.)
All

participants are

residents of the main city's county and most

receive the bulk of their in and outpatient care at the UNYPC.
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The ratio of male to female participants
was not intentional.

simply reflects the sample referred by staff.
were black.
was

a

It

Two people, both male,

Six participants were divorced; one,
married; and, one

widow.

Twelve were single.

At the time of the interviews, eight

participants were outpatients and twelve were in
hospital

(See Table

I).

Initially, there were ten in each group but two
were hospitalized between my first contact with them and the interview
date.

Outpatient participants
to

introduce myself as

.

a

I

contacted each referral by phone or letter

University of Massachusetts student doing

study on people's hospital experiences.

I

told them

I

a

had noticed

that in most studies like this people had not talked with patients
or

former patients.

I

thought

it

important to do so, and asked if they

would be interested in talking with me.

Only three people refused,

giving no reason.
The participants were offered

a

choice of setting for the inter-

view, UNYPC, their home or some other place they considered quiet and

private.

Only one person chose her home.

They were informed that the

interviews would be taped, and assured of their confidentiality.
ple questions

Sam-

from the interview were shared if the participant asked

what the interview would include.
Of the eight outpatient participants, four are women and four are
men.

They range from

21

to 42 years,

with

a

mean age of 31.6 years.

Their number of hospital admissions from January, 1981 range from
to

7

with

a

4

mean of 5, and their average lengths of stay per admission
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Table

1

Outpatient Participants

Age

Number of
Admissions

length
of stay

X

42

c

0

36

Bipolar Disorder/Manic

Randy

42

7

15

Dysthymic Disorder/Alcoholism

George

38

5

50

Schizophrenia, chronic, paranoid

Sally

37

5

7

Borderline Personality D/0

Nancy

30

4

7

Borderline Personality D/0

Andy

22

5

30

Schizophrenia, chronic, paranoid

Char! es

21

5

62

Schizophrenia, chronic, paranoid

Sandra

21

6

39

Schizophrenia, chronic, undiff

Stel

1

a

Inpatient Participants

Katheri

n

51

7

91

Bipolar Disorder/Manic

Ma r i 1 y n

50

10

59

Bipolar Disorder/Manic

Mi ke

47

4

60

Bipolar Disorder/Manic

Gloria

33

8

15

Schizoaffective Disorder

Bonnie

30

5

15

Borderline Personality D/0

Peter

30

7

27

Schizophrenic, Chronic, undiff

James

28

5

49

Schizoaffective Disorder

John

28

6

50

Schizophrenia, chronic, paranoid

Victor

27

5

35

Schizophrenia, chronic, undiff

Bev

22

4

20

Borderline Personality D/0

Cindy

22

5

122

Schizophrenia, chronic, undiff

Fran

20

5

24

Schizophrenia, chronic, undiff

.
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range from

7

pant medical

to 62 days, with a mean of

31

days.

A review of partici-

records revealed that of the eight one
was diagnosed Bi-

polar Disorder/ Manic; one Dysthymic
Disorder/Alcoholism; two were

diagnosed Borderline Personality Disorder;
Three, Schizophrenia,
chronic, paranoid; and one was diagnosed
as Schizophrenic, chronic,
undi fferentiated

Inpatient Participants

Before contacting referred inpatients for

.

their participation in the study, their advisors
and the nursing staff
were approached to clarify that an interview was not
contraindicated.

Staff told the patients that

I

would be asking them to talk with me.

My introduction of self and purpose followed that employed
with out-

patients described above.

Two persons refused participation, one be-

cause he would not sign the consent form without his attorney's presence, and one because she neither knew nor trusted me.
It was

my intention to conduct all of the interviews off the in-

patient units, in what
but

I

I

thought was

offered participants

the unit,

a

a

choice.

less affectively loaded setting,

Four persons elected to meet off

but four preferred their unit.

Of the remaining four inter-

views, all were conducted on unit because three participants were on

constant observation status following attempts to elope from the hospital, and one participant was on observation status because

disorder was suspected following

a

a

seizure

recent accidental injury.

Of the twelve inpatient participants, seven are women and five

are men.

They range in age from 20 to

51

years, with

a

mean of 32.3

.

27

years.
from

5

Their number of hospital admissions from
January 1981 range
to

10 with a mean of 6 and their average length
of stay per

admission ranges from 12 to 122 days with

a

mean of 45 days.

A

review of participant medical records revealed that
of the twelve,
three were diagnosed Bipolar Disorder/Manic;
two Schizoaffective

Disorder;

four, Schizophrenia, chronic, undifferentiated;

two Border-

line Personality Disorder and one was diagnosed
Schizophrenia, chronic

paranoid

Intervi ews

A semi -structured interview,

informed by the introductory frame-

work discussed earlier and following that described by Lamb (1979)
was conducted with each participant, lasting from one to one-and-three

quarters hours

(Appendix C).

The interviews were tape recorded and

later transcribed for analysis.

Each participant signed one of two

informed consent forms (Appendix D).
The interview guide was prepared to explore both the cycles of

time from pre-hospitalization,

charge and the participants'

through admission, treatment and dis-

perspectives on those cycles.

In

addi-

tion, the guide includes questions concerning multiple aspects of the

participants' current lives.

Probes were designed for each open ended

question to facilitate participant elaboration and to help me maintain
an informal, conversational

posture.

The interviews were organized into seven subdivisions.

Part

I
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explored current and past living arrangements,
beginning with "What
is

it like where you live now?"

Participants were encouraged to

discuss living environement likes and dislikes
and to describe thei r

favorite and least favored homes.

Their social environments, that is,

interpersonal networks, also were explored in this
section.
Part II involved specific inquiries about the
usual

of their various hospital admissions, with

circumstances

particular focus on

a

their most recent.
Part III explored participants'
in

the hospital

thoughts and feelings about being

and about themselves in the hospital.

Part IV sought further elaboration of the function of the
hospital

both for the individuals and for society in general.
Part

V

explored participants' views on their discharge planning,

their understanding of the discharge process, and their relationships

with the hospital following discharge.
Part VI solicited perspectives of psychiatric treatment and on
the concept of personal

change.

Part VII provided for questions and feedback about the interview.
As was expected,

the interviews rarely followed the sequence de-

lineated above, but rather followed the course set by the participants'

associations to the question content, to my first comments, to the
tape recorder, and to their own thoughts about and reactions to what

they were saying.

Guided by Sanford (1982)

I

was actively responsive

during the interviews, and engaged in comfortable dialogue with the

participants.

Since

I

was

a

stranger to them, my informality and pre-

29

sentation of self as student appeared to
reduce their anxiety and
to enable, at least partially,

their relating to me rather than to

their projection onto me as "authority".
I

came to the interviews purposefully knowing
little more about

the participants than they knew about
me; that is,

their charts until

the interviewing was completed.

I

did not read

This decision

contributed to my comfort, if not that of the
participants, by reducing the possibility of my having an unfair
informational advantage
or distancing myself by objectifying them.

Data Analysis

Tape recordings of participant interviews were transcribed for

analysis.
a

My procedure was guided by Lofland (1971) in that

I

sought

balance between "analytic description" appropriate to the disserta-

tion and participant representation maintaining individual

integrity.

The interviews were rich and it was difficult, even painful, to apply

objective analysis to them.
I

general

proceeded by reading each interview several times first for

familiarity and subsequently bearing in mind my major concern

with the individual

to

institution relationship.

ings led to my observation of three general

pression about hospital:
as punitive;

and,

oppressive.

I

The course of read-

categories of patient ex-

Some regard it as benevolent; some regard it

some are ambivalent, seeing it as both benevolent and

separated the interviews into three groups accordingly.
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As a second stage

I

read data from the participants medical

re-

cords, again to discern apparent categories
or participant groupings.
This resulted in identifying length
of hospital

diagnoses as potential categories.

stay per admission and

Slightly more than half of the

participants (12 or 20) had average lengths of stay
of 30 days or longer, while the remaining 8 had average
lengths of stay of under 30

days.

Of the former group, all

but one were diagnosed as either

schizophrenic, chronic or bipolar disorder.

Of the latter none were

diagnosed as bipolar disorder and only one was diagnosed
as schizo-

phrenic.

I

then juxtaposed the transcript groupings with the medical

record groupings and observed that those who saw the hospital
as bene«
volent and those who saw it as punitive comprised essentially the
same

individuals as those in the 30 days or longer average length of stay
group.

Concomitantly, those who saw the hospital as both benevolent

and oppressive tended to have relatively shorter lengths of stay per

admission.
I

then reorganized the transcipts to group them according to long

term stay versus short term stay, with the long term group subgrouped
by those who saw the hospital
I

as

good and those who saw it as bad.

reread the transcripts by these categorizations to further re-

fine my analysis.

This process revealed these distinctions:

(1)

The

long stay participants who regarded the hospital as benevolent des-

cribed intense, ongoing engagement with the hospital, its personnel
and inpatients;

(2)

the long stay participants who saw the hospital as

punitive not only did not describe such an engagement, but emphasized
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their avoidance of engagement; and
(3) the short stay participants,

ambivalent

in

their regard for hospital also describe

a

relatively

ongoing engagement with the hospital,
negative feelings notwithstanding.

(See Table 2).

Finally,
to topical

the medical

subdivided each of the transcripts within groups in-

I

groupings corresponding both to the interview guide
and
records data (e.g., age, feelings about hospital, living

situation, etc).

This produced

a

further analytical

refinement re-

garding similarities and differences within and across
major groupings.

Organizational process

.

Learning theorists and developmental psycho-

logists often elaborate on what seems so intuitively simple:

by

learning to categorize things and events on the basis of similarities
and differences, we begin to conceptualize.

This is

order out of the apparent chaos of our experience.
however, seems

a

a

way of creating

Categorizing people,

slightly more dangerous process than, say, categor-

izing kinds of rocks or sea shells.

stereotyping, reducing persons to

a

It can

(and does) eventuate in

set of characteristics without

regard to variations within their group.

It

easy to do this, though,

is

and certainly elicits far less anxiety and confusion than emphasizing

individual

differences.

Here was my dilemma.

I

had twenty people, all

of whom were different and yet engaged in similar behavior.
to

accomplish two things in presenting the interviews.

wanted to represent each individual in
and preserved integrity.

a

I

wanted

Primarily,

I

way that conveyed wholeness

The literature is replete with statistics
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Table

2

Group

Mari tal

Engaged
Katheri ne
Mike
George
Victor
Ci ndy
X

Age

Status

Number of
Admissions

Length of
Stay

51

D

7

91

47

D

4

60
50

37

D

5

27
22

M

5

35

S

5

122

36

5.2

Standing
Pi

agnosi

Bipolar
Bipolar
Schizo,
Schizo,
Schizo,

s

D/0, Manic
D/0, Manic
Ch, Para.
Ch, Undiff.
Ch, Undiff,

71.6

Disengaged
Mari lyn
Stella
Peter
James
John B.
Charl es
Sandra
Fran

50
42
30

S

7

59
36
27

28

S

5

49

28

D

6

21

S

5

21

S

6

20

s

5

50
62
39
24

6.2

43.2

30

W

10

D

6

Bipolar D/0, Manic
Bipolar D/0, Manic
Schizo, Dh, Undiff.
Schizoaffective D/0
Schizo, Ch, Para.
Schizo, Ch, Para.
Schizo, Ch, Undiff.
Schizo, Ch, Undiff.

Ambivalent
Randy
Sally
Gloria
Nancy
Bonnie
Bev

Andy

42
37
33
30
30
22
22

30.8

15
7

15

1

5

20
30

5.4

15.5

Dysthymic D/0, Ale.
Borderl ine Per D/0
Schizoaffective D/0
Borderline Per D/0
Borderl ine Per D/0
Berderline Per D/0
Schizo, Ch, Para.
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about subjects called schizophrenics
or manic-depressives.

I

had

been committed throughout this project
to writing about the people
who might suffer schizophrenia or bi-polar
disorder, not people who
are the disorder.
My second goal, of course, was to find and
report some order in

their twenty sets of experiences.

I

believed from the onset that

significant sub-sets existed within the group called
"multiple ad-

missions" and that the differences among and similarities
within
groups would be clinically and programatical
y relevant.
1

the dilemma was

At first
I

I

far more difficult than initially.

imagined.

I

could not think of leaving any of the interviews out;

actually wanted to include them in their entirety.

gradually gave way to reality,

I

this frame of mind).

I

As this wish

moved in the opposite direction and

began imposing various frameworks on the "data"

soon lost all

Resolving

(I

work with data in

cut and pasted excerpts from interviews and

sense of the persons, who were by then fragments of

their former selves; bits and pieces of ideas and perceptions subsumed under headings which reduced them to age, diagnosis, and other
formal

categories.

At these times
to order,

Inevitably and luckily,
I

I

would reach

a

hiatus.

thought about Winnicott and Searles who managed

understand and convey the experiences of even their most

psychotic patients without ever reducing them to things or "part
objects".

secting

a

I

thought too of Whitehead who firmly believed that dis-

whole in order to study it eventuated in killing the pheno-

menon and understanding nothing at all

(but believing you did).

With
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these thoughts,

I

would turn again to the
participants themselves

who kept saying to me:

"Everyone is treated the same all
the time".

The sub-groups described
in this dissertation
emerged from the
participants" values, attitudes, and
experiences.
I
may have imposed
a name on salient
dimensions or chosen what I felt
were relevant criteria for group membership,
but- I feel I worked with the
particpants,
not on them.

Some individuals did not fit
exactly in any group al-

though their descriptions were
closer to one group's temperment
than
any other.
While I count them in a particular
group, I present them
as

in

between and in movement rather than
forcing their conformity for

the sake of neatness,
In each

significance or the alleviation of my own anxiety.

of the next three chapters,

participants as

I

senting them all.

I

try to present as many of the

can without reverting back to my first
plan of preI

have chosen several

persons from each group who

seem to articulate observations and concerns
representative of others
with similar attitudes and values.

Briefer excerpts from other par-

ticipants are included to provide the reader with

a

sense of both

their similarity to the main speakers as well
as their difference in

view and expression.

The psychiatric center
self,

it

is

.

Before discussing the interview process it-

important to describe the facility in which the interviews

occurred and to which all the participants, as inpatients, outpatients
or both, were connected.
I

decided only to speak with residents from one upstate NY county
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(hereafter referred to as New York State
County) because mental health
services, especially outpatient services,
vary considerably among

counties.
a

By reducing the variance among
participants

I

tried to get

clearer view of their differential responses to
and effects on the

treatment settings and providers.

For many New York State County re-

sidents, the facility serves both inpatient and
outpatients functions.
As an

inpatient hospital, UNYPC serves nine upstate New
York

counties and has about 150 beds.

It

new building,

is a

the mid-seventies and was conceptualized originally
as

community psychiatry

(i t

affiliated with

is

1965 New York state launched

program.

a

mental

a

center of

medical school).

a

"In

health facilities construction

The purpose of this program was to merge new concepts in

architectural

design, size and location with the innovative philosophy

of community mental health planning.
based psychiatric centers

Prevost,

finished in

&

Heihman, 1982,

..

As

result,

a

four new urban-

.opened during the early 1970's"

p.

197).

(Sheets,

UNYPC is one of these centers.

The vision was one of outpatient/outreach treatment and community

services provided in

a

common space where "community" and patient

could interact.
The building is located in an urban residential

designed to be filled with color and light.

library and an exciting art gallery.
some patients.

It

also has

a

a

It

was

beautiful

These are not unappreciated by

Structurally, however, it

is

a

closed system and the

air seems stale, especially on the inpatient units.
was

center.

subject of many participants' comments.

The air quality
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Soon after the facility opened,
social, political and economic

realities began eroding the idealistic
and hopeful

intent for it.

Gradually more beds were added to serve
those needing inpatient care in
the area.

In

1981,

plexiglass and plaster walls were added
to close in

balconies and other high, open spaces.

In

some ways the facility in-

self seemed in the midst of an identity
crisis.

There is

rapid internal changes contributing to
this crisis.

currently are external pressures toward
control,

a

In

a

history of

addition, there

more conservative, social

"institutional" orientation in the treatment
(management?)

of the mentally disabled, putting new stress
on the system.
The latter was highlighted during the New
York state budget nego-

tiations in the winter and early spring, when
I

I

was interviewing.

As

understand the process, Office of Budget and Management
staff rather

than mental
fiscal

health personnel made decisions about how to distribute

cuts among and within mental health facilities.

The proposed

cuts were far greater in community support and outpatient
services

than in inpatient services.

(This actually reflects and continues

funding trends of long standing in both public and private sectors

which allocate more resources to inpatient than outpatient services.
"Of the funds spent on mental
goes to hospital care"

trend,

health in the United States, 70 percent

(Kiesler, 1982a,

p.

349).

This economic

union interests and citizen pressure on politicians to keep

patients away from their neighborhoods have inhibited many of

lahe

philosophical aims of deinstitutionalization from being realized).
The impending state cuts were large and difficult to absorb.

If they
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are executed as proposed,

the internal

and the nature of its resources
will

structure of the facility

change both immediately and

pervasively over time.
Concurrent with the interviews, the
facility staff were in an
uproar.
Peopl e were concerned about thei r
jobs
Many worried about
.

the treatment philosophy implications
imposed by the cuts, along

with the effect of their own anxiety
on the patients.

It

is

a

common

observation that patients follow the money,
rather than the other
way around (Kiesler, 1982a).

If the money is

then that's where the patients will
It was

in

inpatient services,

be.

interesting that several of the patients
witnessed and

were affected by changes in philosophy and
leadership of the institution.

Some spontaneously commented on it.

The overall

these changes appeared to be skepticism and
fear.

sense about

Gloria, for example

described the hospital as having been better:
Until
then.
here.

about two years ago... I had more freedom
Now there's a real slowed down pace in
There's no doubt that it changed.
The
patients even seem different.
Why this happened,
Idon't know. But they must've clamped down a
bit; getting people to feel sluggish and apathetic.

Regardless of various interpretations that might explain this attitude
and perception

I

and state mental

believe she did perceive some change in the facility
health system "Zeitgeist".

place was changing:

incorporating more violent people and becoming

more institutional and socially controlling.
"I

hardly feel

Nancy, too, thought the

free to walk around here now".

"I

mean", she said,
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In

less than ten years, the
vision for the facility, mental

health facilities in general,
and the ideas of dei nstitutional
i zation have been modified in many
ways.
Further change in what Bachrach
(1982) refers to as

a

"problematic direction" is likely because
of

underlying economic, political and
social actions which primarily
support institutional ization.
The UNYPC is one facility in the
midst of the current momentum

toward increasing institutionalization,
and, growing as it did during
the early, enthusiastic seventies,
it is in turmoil.

Despite the

fact that most participants in the
project did not understand the na-

ture of the institution with which they
were linked, most had

of its moving toward more manifest social
control.

a

sense

They also had

a

sense that more of its beds were filled with
long-stay patients
('lifers').
the mental

Both of these perceptions reflect actual

trends within

health institution (Bachrach, 1982).

Interview process.

It was

important to me that participants knew

they had the option to refuse an interview or to leave it
at any point.
As

a

psychoanalytical ly-oriented psychotherapist,

I

work with metaphors

and latent communication and try to be sensitive to anxiety in
other

people.

While the participants spoke,

I

listened for discomfort or

escalating anxiety and for subtle expressions about the interview.

I

commented frequently on the process to reduce anxiety, to clarify perceptions of the interview and to remind people that they were free to
leave without reprisal.

(I

realized soon, however, that by making

:
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the reminder

I

was sometimes perceived as
wanting them to leave,

a

dynamic that came up in relation
to discharge planning
as well).
While none left, it still was
difficult for them:
they did not know, with

like they have

For example,
in

the interview.

a

was

a

woman

tape recorder, consent forms, and
some

a

mysterious status within the facility.
ly feel

I

More importantly, they rare-

choice in any matter regarding the
hospital.

Peter got anxious and hostile during
several

points

My feeling was that he was about
to get up and

leave, at any moment.

He would sit on the edge of his
chair and

ramble, souding more acutely disturbed
than he had been up to this

point in the interview.

Peter:

LY:

A typical

interchange with him:

I
told you!
I
stay in hostels, hostel,
hostels.
I
stay in jails, then hospitals,
then jails, then hospitals...

could see where those experiences would
I
wonder if this
interview today isn't feeling frustrating
I

be very frustrating.
1

ike that.

Peter:

Listen.
I'll just talk to you in general.
No specifics.
That's it.

LY:

I
have a feeling that all these questions
are getting you anxious and maybe a little
angry.

Peter

So?
I'm telling you general things.
Like the
sun came up today.
Now, there's an answer
for you.

LY:

Maybe you'd rather be somewhere else right
now.

Peter

I
can't do a damn thing about it.
signed the form.

I

.
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LY

You can stop anytime
you like.

After
real

a

long silence, he said:

"No.

r'H stay.

hard for people to understand
me".

OK?
I'll

tell you,

it's

Following th1s exchang6i he

spoke clearly to his concerns
about getting older, not working
and
of how people tempt hta with
"free food and pills" in the
hospital.
He fears that giving in
to the temptation will

really make him

"crazy"

Again,

grew up,

a

little while later, he started
to talk about where he

topic that clearly was anxiety-arousing.

a

His associations

were falling apart, the pace of
his speech accelerated and he
presented

a

marked increase in

(This all

from

a

idiosyncratic

movements and agitation.

relatively slow, almost psychomotorical
ly retarded

presentation of self).

This particular situation and the
related in-

terchange and parallels, of varying (but
usually less) intensity,

in

other interviews.
Expecially at these times,

I

tried to remember that in each in-

terview, in certain important ways the other
participant and

I

spoke

from different worlds; not just worlds of
perceptions and experiences

determined by sex, age, class, culture, race, but
those determined by
sometimes disabling psychic vulnerability.
as a goal)

I

At the same time (at least

tried to find and remain aware of the sameness of our

experiences, an awareness which frequently was painful when achieved.
I

agree with Sasford

(1

982

)

that two different, but similar people

are participating in any research interview.
•

An

interview posture

that is totally accepting, or "classical", misrepresents the situation,

41

and does not contribute to the
research itself.

It

participant to engage the content, or one
another.

With this in mind,

had introduced myself as someone who
had never been

I

patient and who is, in fact, training to be
side".
I

challenges neither

I

told them that

wish now, that

mine.

I

I

I

a

mental

a

hospital

person on "the other

would like to see their world better and,

had had the foresight to offer them

a

glimpse into

did not but they often described their
perceptions of mental

health people, usually following times where
my questions did not reflect an understanding of what they were saying.
get certain information does not foster empathy).

(Feeling

a

There was

need to
a

certain

amount of frustration on both sides during these interchanges
and, in
that way at least, we were
to make

a

microcosm of the whole system.

I

tried

the interview different from their interactions with the sys-

tem by talking about the relational tensions as they appeared.
In

the previously described interview with Peter,

I

couldn't fol-

low his responses without slipping into primary process myself:

LY:

I'm having

Peter:

I

LY:

Where are you going?

Peter:

You keep asking me the same questions
over and over again.
I
keep trying
to answer.

LY:

think I am asking a lot of the same
I
things in different ways.
It's not easy
for me to understand what you mean sometimes.
Then we both get a little frustrated

a

hard time following you.

know.
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Peter:

know.
That's the hardest part about
Some people are mad all the time
I
don't like that.
I
don't want that
to be my high point.
I

it.

LY:

It's not easy for people to understand
each other.
That happens a lot to you.
It's happening right now.

Peter:

It's hard for doctors!
That's why
they gave up on me. A long time
ago.
They just said...heyi
Let
him go.
Now I leave here and I want
to forget about everything here,
you know?

LY:

You think doctors have given up on you?

Peter:

Well.
Of course doctors aren't supposed
to give up on you.
In the end, they
live in their own world and feel like
they did what they could but they didn't
get too far.

My expression and discussion of our mutual
to elicit greater lucidity in

Peter.

frustration seemed

One gets the sense, however,

that in the institutional structure Peter talks crazy much
of the
time, contributing further to the impression that he is "out of

touch" and incapable of coherent communication.
out of touch with his experiences all

That he is not

the time is clear from his

ability in this interview to organize and discuss his concerns and
feelings in

shared language.

a

This sort of experience occurred

interviews.

I

a

number of times in other

do not include dialogue between me and the partici-

pants which transpired during these times, even though it was as

meaningful as their descriptions of events outside the interview.

.
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Stories of patients being embarassed
by women who were calling them
ugly or calling the cops appeared
with enough frequency to warrant
my commenting on some feelings about
the interview with me.

These

interchanges made possible some of the
directness and clarity of
their observations about themselves,
the system and their lives.
I

include this section because

I

think the interviewing itself,

more that "data collection" was rel ational

method of action research.

What

participants as they did me.

,

and as Sanford notes,

a

did and who

I

am influenced the

For this reason,

I

include excerpts

I

of dialogue from the interviews rather than
only participant comments.

Hopefully, this will give the reader an opportunity
not only

to

hear the participants interacting with another person
(rather than

as

isolated subjects) but to evaluate their comments and concerns
in

context

Organizati onal

framework

.

The categories of participants which emerged

from the data analysis are discussed in Chapter III:

Patients:

Engaged; Chapter IV:

gaged; and, Chapter V:

of the chapters will

Multiply Admitted Patients:

Multiply Admitted Patients:

present

a

Multiply Admitted
Disen-

Ambivalent.

Each

discussion of participant self-defini-

tion and self-perception, including their developmental concerns, personal

values and problem attributions; their views of the external en-

vironment including their families and social networks, treatment
settings, providers, and other patients; and their understanding of
the multiple admission process.
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Chapter VI will summarize the salient aspects of the
interviews
which help to clarify the meaning and function of
hospitalization
for multiply admitted psychiatric patients.

ways in which both patient and hospital
status quo.

I

shall

discuss the

interact to maintain the

Because of the exploratory nature of the study, areas

which warrant further investigation will be outlined and discussed
briefly.

CHAPTER III
Multiply Admitted Patients:

Engaged

really miss it when I'm
gone.
I
miss the staff and
my friends who live here.
I
think constantly about cominq
I

back.

Cindy

Five people of the twenty

and dependent on the mental

i

nterviewed^ were highly engaged with

health system, especially inpatient

hospitalization, which they tended to see
primarily as benevolent
care.

The mean (and median) age of this
group was older than that

of the group of twenty as
for the engaged;

32 and

a

30 years

been admitted approximately
a

whole (36 and 37 years respectively

5

for the overall

group).

They had

times each in the past two years with

mean of 72 days per stay (median

=

60).

This is not to say that

they always had stays of more than one
month; some admissions were

very brief.
to hospital

On the whole however once these people were
admitted

they tended to stay for awhile.

Explanations for the long stays varied among individuals.
have no place in the area to which they can return.

Some

Some reject com-

munity alternatives as inappropriate, insisting on returning
to situations which have eventuated historically in
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a

rapid return to hospital
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Members of this group clearly are invested
pital

as

an environment in which they feel

and nurtured.

They didn't have

a

in

seeing the hos-

socially comfortable, safe

totally accepting and positive

attitude, however; not every staff member
or treatment plan
as good and helpful

seen

nor has the hospital always been seen
as bene-

volent and familial.
tal

is

In

general, though, "bad" parts of the hospi-

are either denied or accepted as necessary for
their well-being.

The hospital seems to satisfy needs and longings
for both family and

community.

They speak of it as the "real world"..

As outpatients,

they visit the hospital

frequently, maintain con-

tact with their therapists (often daily contact), and seek
admission

voluntarily as their usual path to readmission.

They fully accept

the hospital and medication as major solutions to their difficulties
in

living.

They see themselves as sick and dysfunctional without

them.

Of the five individuals, three seem totally committed to the
idea of very long term hospitalizations, probably for life.

The

remaining two, George and Victor, are different not only from the
others but from each other in their commitment to the idea of long
term hospitalization.
lity of long term stay.

Cindy follow.

position vis

Each,

however, remains open to the possibi-

Extensive excerpts from the interview with

She was by far the most articulate in expressing her
a

vis the institution.

Katherine are also shared.

Briefer comments by Mike and

At the end

I

include excerpts from the
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interview with Victor in which he gives

a

sense of transition from

one style to another in relating to
the hospital.

Cind^.

Cindy

is

22 years and has been in and out of the
hospital

five times in the past two years for

inpatient.

a

total

of over 420 days as

Following each discharge, she insists upon
returning

to her family,

in

the hopes that they have changed and will

able to "take care" of her.

Without fail, she

she refuses to consider moving to

is

now be

disappointed.

Yet,

supervised residential placement,

a

although many therapists and case workers have attempted
to find some
place which will accept her.
When

I

spoke with her she was in the hospital

We met in March, 1983.

for

a

for the sixth time.

She had been admitted in the fall

stay of more than 150 days.

of 1982,

Furthermore, instead of having

moved closer to discharge via the level system of "earning" increasing degrees of freedom within the institutional
on the most restricted level,

member.

at all

structure, she was

times accompanied by

She ate all meals on the unit.

a

unit staff

Cigarettes, phone calls and

conversations with other patients were scheduled strictly.
ample, she could have one cigarette on the hour.

For ex-

She begins the

interview by explaining her situation:

Cindy:

Well.
don't like what they're doing
I
to me now; keeping me on one-to-one.
They are making me sit inside the curtains and won't let me talk to or look
at anyone... I don't think this is right
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I
know there's a patient bill of
rights.
They must be taking some of my rights
away from me.

LY:

Why is this happening now?

Clndy:

T ° get me off one-to-one.
But all
I
really have to do is see Dr. X
and then I'll get off one-to-one.

They won't let me see him.
I'll
promise him that I'll be good, and
then I'll tell him that I'll stay
restricted to the lower area.
That
way I can't run out the door.
LY:

Cind y

Run out the door?
Yeah.
I
did it last night.
I
was
going to go to the parking garage
and jump off it.

:

LY:

Clnd y

So,

Yeah.
I
guess so but I won't be able to
hurt myself if I stay in the lower area.
There's nothing there I can hurt myself
with.
I'd sit there and drink coffee
and smoke cigarettes and then I'd be
happy and not want to run away and hurt
myself.

;

In

they don't want you to hurt yourself?

contrast to many of the other participants, Cindy showed

little concern with her age and was apparantly unaware of or not

bothered by developmental goals and age-related expectations.
had no goals in terms of life outside the hospital
at least manifestly,

to returning to the community.

conflicts, such as meeting needs for security

in

She

and did not aspire,
All

developmental

the context of in-

creasing autonomy and differentiation, are played out in the community
of the hospital.

That is, she wants to be as "grown up and free" as

.

.
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she can be in the hospital without
the threat of discharge,
which

seems like rejection.

She feels,

in other words,

the least restrictive environment
for her.

is

that the hospital

She places high value

on security much like the other
individuals in this group.

ndy:

when I'm here I feel I can do more
things.
I
don't know why.
Maybe
I'm going to be institutionalized
for the rest of my
i fe
1

LY:

H ow

Cindy:

It doesn't scare me if that's what
you mean.
It makes me feel secure
and almost happy.
The hospital is
a pretty safe place to be
I
mean
there's no other place for me.
You
see, my parents can't help me to
feel safe.

do you

feel

when you say that?

.

.

.

****•*•*****
Actually, I need more than this place
too.
I
need a situation where I know
there is somebody there I could count
on all of the time, whenever I need
them.
That's the bottom line.
Even
here, there are staff you can usually
count on, but some times it's kind of
hard to talk to them, they're so busy.
So, even they aren't around all the
t i me
LY:

Except when you're on one-to-one.

Cindy:

That's right.

LY:

What do you make of that?

Cindy:

Make of what?

Again,

in

Except then.

contrast to many of the other participants but similar

.
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to the others in this group,
she showed very little insight and
even

less curiosity about the difficulties
in living she's been experi-

encing since late adolescence.

ndy:

LY:

1
first started coming in because I
was having these thoughts of killing
myself.
I
had had them before that
but they always went away fast.
That
time they wouldn't go away and I started to act on them.
I've had them now
for over two years

Sounds like you could be angry with yourself?

Cind y

Or,

For example:

:

I
don't know.
I
have no idea where they
come from.
People in the crisis unit
thought I needed to come into the hospital because of the thoughts.
This is
why I'm always in the hospital.
I'm
afraid I might hurt myself.
Nothing
is helping me with these thoughts.

another example:

Cindy:

Like, one time I was working here.
I'd
just gotten discharged, and my father
came to get me and take me home.
He
drove me back and forth every day.
So
I
knew he was coming and I ran to the
top of the parking garage and was going
to jump off.
Then I got admitted to the
hospital and never went home with him.

LY:

Sounds like maybe you didn't want to go
home?

Cindy:

I
really don't know what it was.
thoughts were just there.

The

Her problem definition does not appear to revolve around her

feelings of inadequacy, loneliness, age related stress or even family
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difficulties.

Her problem definition is that
she feels unsafe and

rejected "outside" the hospital because
of her "sickness".
fines herself as

that will

a

mental

patient.

She de-

She believes that there is

a

drug

get rid of these troublesome thoughts:

1ndy:

T he problem?
I
think it's my thoughts.
I'm on xanax now and cogentin and
pro-

lixin, which are not working.
I
tell
them this but no one listens.
I
know
they have many drugs which they have
not tried on me... like stelazine or
mell aril.
They might work.
Y:

Well, how do you think your life might
be different if you didn't have these
thoughts anymore?

ind y

That seems a silly question.
think they'll ever go away.

:

I

don't

As noted, members of this group believe, at least partly,

there is

a

that

medical solution (medication, hospitalization) to their

problem (sickness).

The reality of the situation, though,

drugs do not seem to do much to change their symptoms.

explain this paradox, as Cindy suggests,
being withheld.

is

is

that

One way to

that the right drugs are

Other explanations from members of this group in-

cluded outright negligence, stupidity or malice on the part of some
staff.

Yet, when pressed on these explanations, most undo them:

"It's not like that anymore";

"Now there are smart doctors";

"Only

one or two are like that".

Cindy is

a

young woman who sees only two places she might live.

..
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She simply cannot imagine anything
in between her family and the

hospital.

At discharge she always goes home,
maintains an intense

engagement with the hospital through work and
meetings with her
therapist and soon finds

a

gate back into the system.

The hospital

has become the solution to her problem
of how to both leave home and

stay home.

She describes how it is with her family
and gives

a

sense

of why she needs to leave:

Clnd y

;

N ot too good (there).
They make fun
of me and my medication and stuff like
that.
They live in this place I don't
like.
It's a bad section.
Dangerous
people hanging around.
They can't afford more.
There really isn't enough
room for them and my two sisters and me.

LY:

You always move back there at discharge,
even though you sound dissatisfied and
maybe even a little frightened of being
there

Cindy:

Well, I like being close to them.
But
I
can't stand the way they make fun of
me.
Each time I leave I expect they
will act more supportive.
We were in
family therapy and they acted like they
would take care of me the right way.
But, each time, it was the same thing.

LY:

You must have been disappointed

a

lot of

times

Cindy:

Yeah.
I
was.
But now I don't care.
When
I'm in the hospital I don't even have to
see them.

************
The last time I got discharged I went home.
I
would come here to work.
But one week-
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end I took 8 xanax and they wouldn't take
me to the hospital.
They said 8 pills
wouldn't hurt me.
So.
The next Monday
I
told the doctor and he put me right
back in the hospital.
I
was hurting myself and they didn't even care.
I
could've
died and they didn't care.

Given these difficulties with her family, it is
unfortunate
that she has no extra-familial

munity.

social contacts in the outside com-

She expressed no interest in making friends and the few

she had, she now assumes have grown up and moved away.
is

Her world

not wide enough to include other relationships outside her family

and the hospital.

In

response to questions about whom she could talk

to when out of the hopital,

she simply said "No one".

By contrast,

she was getting to know more and more people in the hospital
a

familiar face to all

(something which pleased her).

noticed; lots of people knew her name.

and was

She was being

She seems to be in the pro-

cess of transferring family loyalties from her parents and siblings
to hospital

Cindy:

staff and patients.

The best place I've ever lived is the
hospital.
It's just better than anything else.
The staff are really good.
They don't make fun of me.

**********
At fitfst it was scary coming here.
I
know anyone.
Getting to know
people is hard.
At first I was having
nightmares, always about my family.
Or maybe I dreamed I was setting my-

'didn.'t
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self on fire.
If I dream like that
sometimes people from the hospital
are in it and they're trying to help
me. ..I really miss it when I'm
gone.
I
miss the staff and my friends who
live here.
I
think constantly about
coming back.

**********
The thing is, once I get to know
people I'm fine.
I
feel like this
place is my home now.
When I'm at
my parents I just lay around all day
and do nothing.
When I'm here I'm
more active.

She seems quite comfortable with the parental

institution, even when she sees them as punitive.

aspects of the
She realizes for

example, that the staff are angry with her about the one-to-one

situation and that part of the "treatment plan" might be
their expressing anger with her.

For example,

in

a

way of

conversations

about her staff-advocate, she says:

Cindy:

She probably doesn't like me.
I've
had one interaction with her when I
was on one-to-one and she sat on me.,
with me, I mean.
I
think they're all
mad at me because of this situation.
Let's face it, they'd rather be doing
something else.
I
know they're mad and
all it makes me feel is very, very sad.
It's like, you know, Dr.
want me back on his unit.
part of the same thing.

X,
I

he didn't
guess it's

But in some way this is still okay with her because it is an

.
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active response to her maladaptive
behavior, not the neglect she

experiences at home.
she told me,

ndy:

In

some way it is caring.

"The thing is",

"no matter who rejects you in the
hospital:

Someone here will have to take me.
No other place besides here will
take
me because I'm suicidal.
My advisors
have been trying to find other places
for me, like halfway houses and they
just won't take me.
My last advisor
didn't want me to go home.
We were
waiting to hear about a placement.
But I went against her wishes and moved
home.
She didn't think it was a good
idea, but I did.
I
didn't want to live
in the community in some group home.
It's home or an apartment by myself.
Nothing else will do.

LY:

Have you ever been in or heard about
halfway houses or group homes?

Cindy:

No.

LY:

Do you think you really want to live
alone? You seem to like to have people
around you

Cindy:

No.
I
don't think I could.
But like
my advisor now, she's OK but I'm afraid
she's going to push me out of the door
before I'm ready.
She wants me out.
I
don't want that and
can feel her
putting pressure on me.
I
don't want
to leave yet.
I

LY:

What do you think the purpose of this
hospital is?

Cindy:

To get people back out there... And of
course it's to help people who are sick.
If it weren't here, I know I'd probably
be dead, kill myself.
I
mean people
come to the hospital to get the care and
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attention they need.
For a lot of them,
including me, there's no other place.

Overall, Cindy seems to be saying:
I

am alone.

don't work and

I

I

am failing out there and

I

have little money, less of it my own.

My family doesn't care and treats me badly.

The only place

here, in this little, insulated community.
I

don't want to leave.

sabotage it if

I

It

is

I

fit is

becoming my home.

do everything to prevent discharge or to

I

happen to be pushed out.

I

want to be here and

I

have come to accept and act only out of that part
of myself that finds

comfort in confinement; the hospital means security.
Among the many functions of the mental

hospital, ranging from

treatment to respite to social control to training and research
(Bachrach, 1981,

p.

61),

its functions for Cindy are generally in the

area of respite and in the provision of

structure and

a

coherent, acceptable social

stable identity both of which alleviate her sense of

a

isolation and stigma on the outside.

Mi_ke.

Mike is

years ago.

a

47 year old man who had

his first admission nearly 16

For many years he was misdiagnosed as paranoid schizophre-

nic and treated with major tranquilizers

Sheenan, 1983).

(a

not uncommon occurrence;

While he managed with fewer admissions during those

years, he systematically lost his ability to work (he had been quite
successful

in his career),

his

relationship with his wife and children

and any sense of himself as competent and masculine (the very things

.
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that may have prevented rapid onset
chronicity).

others in the group in that he saw
solution to his current problems.

a

He differed from

return to his old job as the only

The difficulty with this problem/

solution conceptualization is that he
consistently fails at vocational

rehabilitation attempts, thus convicing him further
that he
a

"half

is

man" and destined to failure in the world out
there.
The interesting thing about Mike is that
he knew he was changing

his attitude toward the hospital

during his last few admissions.

Whereas in the past his pathway to the hospital was
via family/police,
his recent admissions have been marked by his
active intentions of re-

turning.

Staying in hospital

problem solution.

is replacing a

He goes to the

return to work as

he admitted,

financially.

Nike:

a

viable

Emergency Room requesting blood tests,

treatment for physical ailments, readmission.
was to find

a

way to stay in the hospital as

He told me that his
1

ong as possi

bl e

.

This

had little to do with money; he was doing quite well

Rather he spoke of:

Finding a place where I know everybody and trust most people.
I'm
very popular here, you can see that.
People come to me for advice or to
talk or to borrow money.
They always
pay me back.
When I left last time
(I really didn't want to) people cried
...Not staff, even though I know most
of them like me and I always give them
presents, but other patients.
I
feel
good here, most of the time.
If I
could be here every night to sleep,
I
know I would be stable and happy.
If I could I'd stay for the rest of
my 1 i fe

goal
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As

for changing his life:

'

Ml ke:

I
was on the wrong medication for so
many years.
There's nothing that can
make up for that.
If Dr. X hadn't
noticed and changed it, I would probably be a vegetable by now... But
you see, there are so many smart
people who work here now.

Like Cindy, Mike insisted most often on returning
to his family

home in which he is isolated and cut off from family
members who

either ignore him totally or angrily abuse and humiliate him.
is well

aware that this environment

seriously consider moving.
he might have access

is

He

is

He

bad for him, yet he refuses to

feels that supervised living to which

located in the "dangerous sections of town,

where poor people, junkies and blacks have taken over... how could anyone feel safe?"

He is also plagued with a number of somatic disorders

which need consistent attention.

He seems

unable to attend to these

disabilities on his own.
In

many ways Mike fits five of the six criteria that Zeleski and

colleagues (1978) suggest be used in deciding on long term hospitalization as treatment of choice.

rejecting family.

He comes

from and returns to

a

hostile

A suitable community based alternative is not avail

able in his opinion.

He has a

history of multiple admissions, the

last few of which have been long term (over 60 days each).

Both an

inability to take responsibility for treatment (especially for his
physical

disorders) and the suffering he experiences in the "community
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complete the five.

He is increasingly despairing
amd has

begun to

speak of suicide.

Hospitalization means
both is

a

return to

small

a

society in which he

"big man" to whom people come for advice
and money and

a

where he feels safe and relatively anxietyfree

.

Rather than pro-

moting further loss of self-esteem (except,
of course, in relation
to the

larger world), the hospital offers him

status role in its patient population.

He feels

self and about living in the institution.

removing him from his usual
of that environment.

In

a

relatively high
better about him-

The hospital

functions by

(destructive) environment and the pressures

hospital, he can escape from the greater so-

ciety in which he has been called "loony" and "goofy" and in which
he has

provide

failed.
social

a

Perhaps most importantly, the hospital

structure in which the role of patient

defined and in which he

is

functions to
is

clearly

perceived by other patients as important

and necessary, like the leader he was.

Katherine

.

Katherine,

a

woman in her early fifties, echoes the goal-

less attitude and passive stance taken by Cindy.

She differs from

Cindy in that she has had many hospitalizations since her first ad-

mission nearly twentyfive years ago and has seen many changes in the
mental

health system.

ty, where she was once

Despite many attempts to return to the communia

successful

"always lived in the hospital".

saleswoman, she feels that she has

:
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Twentyfive years. .that's a long time
to be in hospitals.
How did that
happen?
.

Katherine:

I
go to the hospital because I am
helpless.
I
can't bathe myself or
take care of myself.
I'm under many
different kinds of stresses.
It's
gone on all my life it seems.
I
have
nowhere to go.
I've been to many
halfway houses.
I
get moved around
a lot, back and forth... The fact
is
I'd like to exist in one place.
I
think it has to be here.
There's
no place else.

She did not speak spontaneously of her age, but did
think that

perhaps she had been

marriage.

a

bad,

unloving mother and

a

failure in her

Other than this, she emphasized her position as daughter/

child, whose parents did too much for her but ended up being
just as

helpless as she

(

a

comment on the. hospital as well).

Her family,

while they try sporadically to help, has generally given up on her.
When people are helpless, she implies, they bel ong

i

n

hospi tal

s

.

I

asked her what it was about her life that she felt was most important
to who she was:

Katherine

I'm always in the hospital.
Always
patient.
Whether I'm in or out,
I'm always a patient.

a

LY:

How does that make you feel
you tell me that?

Katherine

Feel?

I

,

when

see it as just another step
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along the way to dying.
You are a
patient and you just roll with the
punches and wait and see what will
happen next.

Of all

the people

I

spoke with, Katherine was the most dispas-

sionate, delivering comments like these
in
I,

on the other hand,

was nothing

I

felt

a

a

very detached manner.

tremendous amount about which there

could do.

These patients, like Katherine believe
that there
else for- them outside the institution.

is

no

place

This belief is concordant

with their ideas about themselves and their
actualy impoverished
social margin on the outside.
in

the hospital.

The external

Socially their lives are much richer

community including family is seen as

hostile, rejecting, neglectful and/or helpless.
The conversation with Mike indicates that these perceptions
can

develop and change over time so that shifts in patient-hospital dynamics may occur.
at

a

The conversation with Victor, which follows, hints

transition-in-process as he seems

to move

from

a

reasonably well

functioning state to one of dependence on and idealization of the
institution.

Victor

.

As

I

noted earlier, Victor and George differ somewhat from

those presented.

A basic difference is that they still

not only of "beating the sickness"

expectations.

have hopes,

(George) but of conforming to soci

Victor especially struggles with maintaining hope, but
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seems to be depending on certain
situation which are tenuous at best.
One gets the sense that he, like Mike,
could shift attitudes such that
long term hospitalization might
eventually seem the best life choice.

share some of the interview to convey my
sense of his transition,

I

although other interpretations might be held
to account for his attitudes.
At the time we spoke, Victor had been
in the hospital

three months.

He is 27 years old and recently married

ried participant).
in

hospital.

(the only mar-

He has spent more than half of the
last 18 months

Five admissions.

need and constant search for
18 and had just moved to

drive away.

for over

a

He emphasized quite frequently his

"foundation".

the city from

a

small

This began when he was

town about an hour's

The past few years have seen frantic attempts on his
part

to gain access to long term hospital

care.

"

v ictor:

When I came (here) I had some problems
I
needed to straighten out, so I decided
to go to this sort of halfway house a
policeman told me about.
I
got very
involved there.

LY:

In

Victor:

Absolutely.
I
needed some sure footing
and I needed a good foundation.
I
graduated from the program, but would go back
and volunteer.
I
think I kept needing to
know it was still there.
That's so long
ago though.
My problems aren't the same
and I need so much more now.

LY:

How do you mean?

order to move, you needed to do that?
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Victor

I
ve^been cracking up and I don't know
what's going on.
There are just no good
reasons.
Each time I came into the hospital I had tried to kill myself.
Each
time I was forced to say:
I
don't feel
any responsibility for what happened.
Either the doctors didn't hear me or
they ignored me, I don't know which.
I
have been out of control and these doctors they have been negligent.
The first
time I admitted myself.
I
was in 10
days and they did an assessment about which
I
heard nothing.
Then they say on Tuesday:
You're being discharged tomorrow.
I
started
crying:
I'm not ready for this.
And they
said:
We think you are.
Three days later
I
was admitted.
In for three days:
There's
nothing wrong with you they kept saying.
Several overdoses later, I tried to jump
off a bridge.

Despite this litany of neglect and frustration

Victor

For me the hospital is wonderful.
It's
having people to talk to whenever I need
that.
People who are objective.
One of
the best things for me was the attention
I
got - so positive.
I
knew I needed that
and I knew I needed medication.
So, I
Have been reaching and reaching and now
I
have found a doctor who is helpful.
Now I even get second opinions.
He
(the doctor) saw that I was so scared
out there.

LY

You felt out of control
do you feel in here?

Victor

I
get along with everyone and as time
goes on I get along better and better.
I
think society points a bad finger at
those of us living in mental institutions... I'm not ashamed to say that
I've been a patient for such a long
time.
even feel good about myself
I
saying that.

LY:

How long do you think you'll
time?

out there.

How

stay this

.
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Victor:

Oh, I don't know.
I'd like to get out
but only when I'm sure I'm ready.
I'll
come back to visit then, though.

A lack of internal

control was

well as in Victor's presentation.

a

theme in the group as

a

whole as

This is frightening in an environ-

ment unwilling or unable to take over the person and provide adequate
and humane external control.

The hospital, however, does take control

which is usually fine (except in relation to discharge which the person wants to control
On

)

the day that Victor told his doctor that he was beginning to

think of moving to

a

less restricted unit, he fell down

a

flight of

stairs and broke his leg.

Victor:

Now I've got this med thing holding me
down.
They won't let me transfer now.
I
think I get black outs and then I
do dangerous things.
Now I'm on
restrictions.
I might get cooped
up
in my room because to leave would be
too much of a chance of my getting
hurt again.
Of course they may find
a medication for this problem.

Victor sees that his readmissions began right at the time he
married.

He speaks of his wife not understanding him,

part of him that has problems.

He is determined,

rejecting the

however, to move

back to her and determined to locate the problem inside of himself.

.
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Maybe it was my marriage but I can't
believe that.
I
love my wife more
than anything in the world.
It is
really impossible for me to think
about not being able to pull off
being an adult:
A husband, a homeowner, father - you know, a provider.
But maybe it really is too
much for me.
I
mean, maybe no
matter what I do now, I'll be out
of control.
It's possible for
people to be taken over by their
sicknesses

He is concerned about age-related expectations
and

roles.

One

gets the sense, though, that several more failures in
his marriage,

perhaps refusing to sign the mortgage (which

impotence when his wife wants

a

is

waiting for him),

child or losing his job (almost

a

certainty) could easily result in more frequent attempts to move
toward the hospital as the answer to life difficulties.

His nega-

tive attitude seems to be shifting, just as Mike's did, to one of

positive regard toward the hospital.
mental

His history of dependence on

health programs also is indicative of his potential

of himself into the inpatient system.
up"

transfer

He doesn't mind being "cooped

as long as the intent is to protect him from himself.

Summary

The people in this group saw the institution as benevolent, even

those who had complaints about some aspects of their treatment.

They
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never referred to the hospital as

jail

a

who participated in the study did.

or prison as so many others

Through

a

splitting process, the

negative aspects of hospitalization are
denied, forgotten.

Some staff

respond to this denial by trying to
"remind" the patients of the bad
parts through highly restrictive treatment
plans.

might anger patients, one gets
as well.

a

While these plans

sense of gratification of some need

It's really for "their own good".

At no point during these interviews did
the patients speak of

discharge as

a

positive event.

In

general, they saw it as

move by

a

the institution to get rid of them, as they
said more than once.

Their

passivity vis-a-vis changing the conditions of their lives
was prominent, as was their willingness to accept the definition
of themselves
as

patients:

who fall

dependent, sick, vulnerable, out of control.

While others,

into different categories, spoke of themselves without fail
as

happier on the "outside", members of this group were quite content and
"almost happy" to remain in hospital.

I

had the strong sense when

interviewing them that they were putting themselves up for adoption,
knowing that the hospital would get them in the end.
It

is

interesting that these individuals show many of the beha-

viors and attitudes that mental

health policy planners intended to

minimize with deinstitutionalization and community treatment.

These

individuals have chosen to become members of the institutional community as it exists now which means

discharge and community living.

for-,

them.

a

constant battle against

Having assumed identities as mental

.
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patients, their views of the world seem
extremely narrow as do their

perceptions of time which apparently do not
include
They can stop struggling with growing older.

a

real

future.

The behaviors in which

they engage become increasingly comprehensible
in relation to the
hospital environment with its social and
authority structure and less

understandable in terms of psychiatric disability
or developmental
struggles, per se.

Members of this group seem to correspond to
individuals described
by Sheets and his colleagues (1982) as "low
energy-low demand", des-

pite the age difference (my group being slightly older):

Some may come from backgrounds of social
deprivation; others are more fortunate.
Nevertheless, they are all ensconced in
the role of patient ... Passi vity and low
motivation characterize them. Their environment is circumscribed by their programmatic
watering holes in the mental health system
or the social isolation of their homes.
Their system dependency is expressed through
their concrete attachment to programs and
program places (p. ?00)

They are estranged from families, have few friends, and no perceived supportive environments outside the institution.
has become both home and society,

destructive external world.

The hospital

an alternative to a dangerous and

They say, as

a

group, that the hospital

means safety (which they value) and that the readmissions are
tion of the discharges.
place,

a

func-

That is, if they were allowed to stay in one

be given some amount of freedom within its structure, they would

not need to be readmitted.
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This dynamic is very clear to them.

They also give

a

They know what they want.

sense of the series of failures, of family,
system

and self that have eventuated in "giving up"
goals of reutrning to
and hopes of creating

a

satisfying quality of life "outside".

What

seems to have occurred (or is occurring) to
the people in this group
is

that the "community

is

located in the hospital, rather than in their
families or social

of spirit", the gemeinschaft (Bachrach,
1981),

and treatment networks outside the institution.

hospital

for them means community.

Seen in this way,

CHAPTER

IV

Multiple Admitted Patients:

Disengaged

I
don't consider this place a hospital
Really (UNYPC) means correctional
facility.
Look at this place,
somebody could mug you in your

sleep.

John
In

B.

contrast to their more engaged cohorts, members of this group,

eight in all, see hospitalization at its worst, as punitive
and dangerous.
ful.

At its best, the hospital

is

simply non-caring and neglect-

These people are fully aware of and discuss the social control

function of the state hospital,
to the engaged

individuals).

function which did not seem salient

(a

They are also very concerned with their

age and with attempts to conform to sometimes idiosyncratic notions

of what adults should be like.

To

a

person they value independence,

strength, and autonomy and try to avoid situations in which their de-

pendency needs are stimulated and are at least partially satisfied.
Long term stays are frightening because they bring them one step closer
to the total

confinement and dependence they fear.

While psychological

insight is uniformly poor, they do spend

time trying to explain their disabilities and failures.

Their pro-

blems, as they define them, are not validated by treatment environ-

ments.

These settings are seen by them as coercive, neglectful, and/or

rejecting.

If they comply at all

with treatment, it
69

is

to

escape
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from the grip of the system.
pital

by police,

The hospital

is

T hey are mos t
often

from jail or at the insistance of
their families.
not their solution to their troubles;

the solution decided upon by others.
is

brought to the hos-

instead it is

One problem for these patients

that they tend to be highly visible in the
community and appear

deviant enough to engage others in getting
them admitted to

psy-

a

chiatric facility.
In

some ways, people in this group resemble
Richard Lamb's (1982)

group portrait of "young adult chronics".

"(They're) faced with the same concerns and life
cycle stresses as others in their age group.
They strive for independence, a sense of identity and a realistic vocational choice .. .They
struggle and often repeatedly fail.
The result
is anxiety, depression, psychotic episodes, and
hospitalizations; gradually many give up the
struggle." (p. 465)
The mean age of this group is 30 years and ranges from 20-50 years.

Their median age
each,

(with

a

is

They were admitted an average of 6.2 times

range of 5-10 times) in the last two years.

mitted they stayed
All

28.

a

Once ad-

relatively long time (x=44 days; median

considered New York State County their home,

(all

=

44 days).

but one having

grown up in the area), and although they "take mystery trips" and feel
an

impulse to move around, they suspect that they will stay around

the city.

James.

Although we met on an inpatient unit, James chose to go else-

where for the interview.

He is

a

young man, 28 years old, who lives.
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very much alone in the city.

every so often,

a

He supports himself with SSI,
and

few dollars from his parents, who
moved away

several years ago and chose to leave
him in upstate New York.
is

alienated from and neglected by his family.

He

Very lonely and psy-

chotic much of the time, he is frightened
of relationships with
others.

He

can't help but perceive them by projection.

are then distorted and he feels that he
must leave.

avoiding his only friend for months because of
such
He describes serious and chronic problems

world.

Situations

He has been
a

situation.

in living

in this

His identity is seriously compromised in his eys
by fantasies

and behaviors that are wrong or abnormal.

His

ideas about himself

are unrealistic but slowly and painfully he is trying to
fashion

more realistic and "normal" identity for himself.

To

do

this he

gives up much.

He is extremely sensitive to the developmental

appropriate for

a

He begins his

tasks

person of his age.

interview by describing ideas about his work:

James:

I
have always dreamed of being a rock
and roll star.
But lately I decided
what the hell - it didn't really matter
so I decided to become a songwriter.
That's my work now.

LY:

Ah.

James:

Well, I know.
But I have someone I
see.
I
met him here.
I
guess you
could call him a friend.
He's real
square.
But unfortunately, we get
along.
I
like him but I hate him too
because he makes me see that I'm

That's

a

a

lonely line of work.
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pretty square myself in many ways...
like I don't like parties and
social
lzing.
LY:

Square isn't so good.

James

Yeah.
I've really wanted to be a rock
star or a famous songwriter - but, it
isn't so practical.
So I'm giving in to
it.
I'll give in to it sooner or later.

LY

It's painful to give up those ideas
about yourself.

James

Terrible.
Always terrible.
You
see, I was at college and beginning
to write songs.
I
guess I was 19 then
My father came to visit and I guess
things didn't seem to make too much
sense to him.
Maybe I was peculiar.
Everything had gotten too hard.
I
smoked a lot of dope.
I
changed.
I
kept
on wishing. .well
I
had an ideal childhood and I wanted to keep that but you
get old, you change, and you think
you're not quite as good as you were
when you were a kid.
Then came high
school.
I
expected it never would end.
I
was always still in high school.
.

In

,

his description of his last admission,

he again

invoked his

struggle with growing up to explain that course of events:

James:

I
had just cut my hair off and I had cut
my face up a little bit.
I
was trying
to alter, totally change, break away
from all my relationships - which
everybody's probably trying to do in their
twenties.
I
was trying to do that and I
didn't go about it in the right way...
I
mean, people in their twenties need
to be independent, need to be able to
do things on their own.

.

.
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These comments about his age and
his attempts to achieve developmental goals, center around
independence, doing things on his
own,

cutting off his past.

These values are important to an
understand-

ing of his problem definition
as well

as his

lationship with, the mental health system.
"dignity".

To be on his own, that's

To be supported by others is frightening
in that he loses

control and especially frightening
because

gratified by someone taking over,
nated").

perception of, and re-

in

part of him would be

enjoy the idea of being domi-

("I

For this reason, he sees his

trospect, as having been helpful

a

family's moving away, in re-

his efforts to become his own

person

It's good they left me here along.
Otherwise I would 've been this guy
living with his family in his
twenties, his thirties, his forties...
an early death from indignity.
This
way at least I'm on my own.

His

family has abandoned him in fact.

Although they don't visit

him, he maintains that they care about him "long distance".

also that he prefers that distance.

.Among

He says

other things he dislikes

seeing his brothers and sisters move ahead: working, going to college,
getting married.

tendency to have

James:

And he recalls, with strong affect, his father's
.

.

supported me when I couldn't
physically take him on so that
was trapped and he would say;

I

.
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We're going home.
LY:

James

When you say he supported you, you
mean he sort of took you over?
Well, yeah, of course.
I
went crazy
then... I don't believe in going
crazy but in a sense that's just what
I
did.
I
fantasized too much.
I
mean,
I
still knew who I was.
I
was as
psychotic as hell, but I wasn't schizophrenic.
I
was able to carry on a conversation and hold my own.

:

The psychotic symptoms do not totally obscure his
sense of himself
and reality.

This very important to him and is one sign that he is

not hopelessly hooked to his sickness.

He

1

ikens schizophrenia to

death and describes his psychotic episodes as

you can still

"a

bad LSD trip when

remember you took something".

You don't believe in going crazy?

James:

You see, crazy people don't continue
their dreams.
They give themselves
up.
Psychotic people, like I am sometimes, we continue our dreams.
Other
people take over crazy people and
they are totally lost.
They lose
themsel ves

The cost of vulnerability and dependency is high.

this theme frequently,
did.

in much

He comes

back to

the same way as others in this group

There is really no such thing as

a

safe place,

for him.
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LY:

What happens when you're
psychotic?

James

get pills or they give me shots.
But
was taking trifalon and... what
did it
really do? I was still as
psychotic as
hell and I had this physical
reaction
It
mutilated me.
I
thought all kinds of
amazing things like I was God or
Bob Dylan
I
I

James, in fact, had

a

very severe reaction to the antipsychotic
medi-

cation, which has lasted several years:

a

painful movement disorder.

Although his charts suggest that it is,
at least partially,

a

function

of stress and anxiety, he believes the cure
destroyed him, making him
"repulsive" and never allowing him to forget.

His

perception of the

system is extremely negative and frightening,
partially because he has
come to believe that It is crazy too.

James:

I
sometimes don't perceive things
right.
Like if I were out of pain
and just breezing along I'd see
things differently. .It used to be
when I felt like that I'd volunteer
(for admission) like crazy and they
wouldn't let me in because I'm not
sick enough, they say.
It's like
Catch-22.
In order to get off the
bomb squadron you have to be crazy
but if you admit you're carzy that
means you're sane and you have to
keep doing dangerous things.
And
that's how you have to get into the
hospital.
If you go to the ER and
tell them you're crazy they look at
you and tell you you're not crazy
you're just scared or something.
It
seems very primitive. .the whole
system.
Now I very rarely volunteer.
.

.
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LY

Is it usually someone
else' idea
that you go into the hospital?

James

Yeah.

He recalls a

to the hospital.

series of admissions and explains why
he gets brought
His

inability to control aggressive
impulses and

impulse wishes for love and nurturance
are always factors which involve other people.

James

:

^

Normally I get aggressive. Or
sometimes I go on these mystery
trips (where) I'm literally caught,
up in the world of sixties music...
I
try not to live these fantasies
now.
Because when you're sick, you
say things and then later when you're
sane, some waitress comes up to you
and says:
Hi fifth beatle and
feel .. .not terrible. .embarassed.
I

.

Or like once

I
went to Buffalo.
don't remember this well.
I
went
by this farm and there was this
ady. .young. .and all I wanted
was something to eat and drink.
Next thing I remember I'm waking
up in jail and then they put me
1 n
the hospital
1

.

I

.

.

LY:

Don't you ever wonder how that happened?

James

Not really.
Like this last time,
I
was at (state college) and this
real pretty girl comes up to me.
I
looked weird, I guess, all cut up, no
hair.
I
wasn't hideous or anything.
She says:
My God!
What happened to
you.
Real loud.
Everybody looking
by now.
I
may have said something
creepy and then the cops come and
No.

here

.

77

then

.

.

.here

I

am.

LY:

Were you psychotic?

James:

God yes.

LY:

What keeps happening?

James:

Mostly I'd say I was depressed.
I
get
frightened of having no purpose, just
feeling like there's nothing out there
with any meaning.

But not schizophrenic.

He's not quite sure if he's crazy or not, the
former implying
a

loss of self, autonomy.

He

does see his problem as loss of contact

with reality, but when he tries to conform to reality,
he fails.
brief, his fantasies, if he could contain them, would
provide
1 i

I

better

fe

He also speaks of the interview situation quite clearly.
be

a

In

a

Will

woman who will be frightened by his appearance and behavior?

commented on this, he responded by discussing people

in

I

When

the system

who don't understand, don't care and do things that leave him "de-

formed".

Whereas the hospital inhabitants and staff alleviate lone-

liness for engaged individuals,
it

is

for James and others in this group

frightening place with many nameless people who take over

a

his life.

The problem is that they seem to take little responsibility

for what happens and care even less about the patients.

sense of his loneliness and disconnectedness in hospital.

There is
He

perceives

other patients as totally isolated from one another and from staff
as wel

1

:

a

The average person in the hospital
is
babbling away about something like
"cars
are floating in space" or "the
lawn
mowers were going like crazy"
.everybody in their own world.
It's hard to make contact with
anyone.
I
feel worse than ever in here.
I
don't feel safe.
People might get
violent.
You're never safe from that.
I'll tell you my problem with the
hospital, I'm in a very awkward position
(gesturing toward his body) in the
hospital.
I'm not capable of defending
myself. ..I'm very vulnerable in here.
I'd rather be anywhere else.

Where would you go?
Home.
But I always end up in here
for 2 or 3 months.
Then I might
lose my SSI.
I
can't live out there
without that.

...How does it happen that you stay
that long?
Well, it's very difficult to decide
because it's not up to me in the
least.
It's not up to them or the
government.
It's up to everybody
(except me), so you never really
know who makes the decisions.

**********
When I dream of the hospital,
dream of being dominated.

I

How could things be better?

People in this place they need to
care or something.
They need to
talk to you; you know they talk to
one another and use a language I
don't understand.
I
guess you're
supposed to trust doctors but man!
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Look at me.
Look at my body.
I
think... I think of the time I kicked
my brother in the head.
I
think of
yelling and screaming.
But then...
I'm beginning to doubt whether anybody, including myself, can make me
into the kind of person I'd like to be.

His rage at everything is quite clear as is
his despair at

finding the kind of environment and people he needs.
model

is

Any medical

sure to elicit these feelings and attitudes, precluding
any

possibility of his beginning to engage and trust some other.

James

also is extremely bright and sensitive to the disengagement
of others
from him.

Despite his intelligence, for example, he is not included

treatment considerations where he feels disregarded.

in

The hospital

dangerous.

is worse than the world out there and even more

There is no safety, only confinement.

robs him of

It

any sense of independence and autonomy and, within it, he feels like
a

child.

Hospital

to mean that he's

staff label him schizophrenic which he understands
lost and helpless.

and he is isolated there as well.

depressed or frightened he replied:
There is no one else".

It

is

But his life outside is lonely

When
"I

I

asked what he did if he felt

masturbate.

I

fantasize.

hard to trust, knowing as he does his

distortions and that people are capable of "sick" motives just as he
is.

The hospital

tioning as

a

provides no more trustworthy an environment, func-

"double agent" more on the side of sooial

individual care.

control

than

)
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Johnj.

on

the way to the office where

to me about his weaknesses.

pital

was

of it.

a

It

I

did the interviews,

The pills were

a

JB talked

sign of it; being in hos-

sign of it; living with his
parents at 28 years was

a

sign

seemed pretty clear that his concern
about the interview

was that his weaknesses would be
exposed to me and this was painful
and embarassing for him.

As the interview shows,

try to explain his behavior and his
history in

some self-esteem.
now maintains

a

He's

a

a

he works hard to

way that allows him

man who served in the Navy, was married
and

macho bravado that simply does not hold up
to his or

anyone else's scrutiny.
All

of JB's admissions were initiated by the
police or by his

parents (mostly they call

the police).

times (he says it's more.

transfer to

a

a

in jail

four

Perhaps those that didn't eventuate in his

psychiatric facility aren't documented in his charts).

His most recent admission began with

mother, and

He has been

night in jail.

a

He was very psychotic at the time he

was transported to the inpatient unit.
his parents told him to

fight at home, his hitting his

Several

days after admission,

find another place to live, he was "evicted".

JB:

I
said:
Hey!
I
don't plan on staying
here.
They had no right bringing me
here in the first place.
They said:
Well, you can't come home.
I
said
(in a falsetto):
Oh no.
Oh no.
(Laughs

LY:

Where will you go?

JB:

I

kind of liked the service.

I

.
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kind of liked being away from
home.
It's so crowded there with the
three
of us.
I
had no place of my own there.
They took important things.
Seems like
they're trying to take over my life.

He sees

family, ex-wife,

over and run his life.
poor.

friends and doctors trying to take

This enrages him.

His impulse control

He has an extensive history of assult.

His

which is exacerbated in the hospital, is that
he

fear, however,

is

at life tasks and is weak and inherently defective.
ing, vivid hallucinatory experiences.

is

seriously failing
He has

frighten-

These fears and psychotic symp-

toms leave him vulnerable to the domination by others
which is equally
terri fyi ng
He cannot find adequate explanations

taken, or for his psychotic episodes.

for the course his life has

He returns

frequently to the

failure of the system to help him explain things:

JB:

When all this started?
It was like
I
was losing togetherness, the reality
between closeness and friends.
Between people I understood and people
I
didn't understand.

LY:

You started to feel

JB:

Yeah.
I

feel

LY:

It

JB:

Yeah.

all

alone.

Very alone and when that happens
like I'm gonna die.
(Laughs)

feels that bad.

feels like you got a head
problem. .Like this last time, I'm
seeing spiders everywhere. Maybe under
the weather, you say? Or may drunk?
It
.

.

.

.
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I
thought that too but no.
I
saidAm I freaking out or what?...
What I
was picturing just didn't
add up.
So
You might say I was beginning
to lose'
it.
Man, all this stuff.
It's weakness
and I 'm weak

He partially attributes

his psychosis to his parents
and others

trying to take things away from
him, like control of his money.

diminishes him in his own eyes.
a

This

But externalizing the problem is
not

satisfying explanation and does not
alleviate his anxiety (except

by enraging him)

They took everything away from me
right in front of me.
It happened
to me at 22.
I
ended up in the
hospital.
Sick.
Mental ly sick
I
didn't know how to explain it to
my face... and the doctor couldn't
explain it either.
He kept saying
it's paranoic schizophrenia.
I
guess he meant where you crawl in
somewheres and you hide and you're
scared of everybody.

**********
I
couldn't get over this (first hospitalization).
I
was there for 2 months.
I
hate the idea of these places.
I
was walking around saying I can't do
it I can't do it I can't do it.
Do
you think I have a problem?

It sounds like you worry a lot about
what's going on with you.

At one time in your life when you're
sick, you have to look at it as being
sick.
But if it continues to stay with
you and you can't make it stop, then
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maybe you got something wrong
with you
that's just you.

In the

preceding, he gives

services providers.

a

hint of how he sees and feels
about

About the hospital itself he says:

1
don,t consider this place a hospital
Really it means = UNYPC - means correcional facility.
Look at this place.
Somebody could mug you in your sleep.

LY:

You don't feel

JB:

No.

LY:

Do you think other people feel

JB:

Oh yeah.

particularly safe here

But don't get me wrong.
not really scared of nothing.

I'm

safe?

They feel safe probably because they came in because they were
scared.
Then the hospital becomes a
security bl anket
.They don't worry
about getting hooked on some bad medication.
Man, me, I'd like to beat
this psychiatry thing.
.

.

LY:

What kinds of things would change
your life to make it better?

JB:

Well, I'm really trying to find a job.
Actually first I am going to go to
college.
I'll move away to go to
school.
Maybe major in business or
accounting, although I'm not very
good at accounting.
It's been so long
that I'll probably go to the high school
in the afternoons for help.

LY:

What about all this
could this help?

JB:

How?

(hospital); how

I
don't know.
Maybe it can't.
You really can't trust anyone here.
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They give you pills, pills, pills.
Send you here there and everywhere.
I
want to beat this whole thing.
I
don't want to need anything here

To JB,

the hospital means

a

loss of personal

couragement of childlike dependence and weakness.

control and an en-

While JB wishes

for nurturance and security, especially when
he feels weak, small

and frightened by his symptoms, he has to avoid
the place to which
he is

returned over and over.

For him, as

for the others in this

group, the price of false security ("you could get
mugged in your

sleep"), is too great.

It

diminishes him in the same way his parents

taking over his bank accounts does.

His values of independence and

autonomy are compromised by his needs for security and direction,
especially as these needs are tended by the psychiatric hospital.
Yet, he continues to behave and think in ways that the outside

community cannot tolerate.

He has

no idea of how his life will

in one year, or ten years and this

be

frightens him and reminds him of

his disconnection with the world out there.

Marilyn

.

Marilyn is

several years ago.
in 1965,

a

woman, "half

a

century old", who was widowed

Although multiple hospitalization began occurring

there were extensive periods in the time being with no ad-

missions (e.g., from 1970 to 1975 she was not admitted at all).

She

attributes the "free" times to concerns for her family and related
efforts to contain her symptoms.

According to her, this was quite an

.
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effort and eventuated in multiple
readmissions after 1975.

These

admissions have increased in frequency
since the death of her husband
She has been admitted 10 times
in two years for a total

stay of over

550 days.

She also believes that she is
misdiagnosed and treated with the

wrong medication.

No one cares about her opinion
and,

treatment has not changed.
disorder in DSN-

1 1 1

,

but adamently refuses to believe it:
is

"I

am

the only thing that

)

Police people from
it is

result,

a

(She looks like descriptions of bipolar

schizophrenic and antipsychotic medication
works for me"

as

variety of towns are familiar with her and

a

they who bring her to hospital.

last time) involuntarily committed.

disturbing the "peace".

She is always

(except for this

She is found on park benches or

Since her husband's death, her house stands

empty ("I can't decide what to do with it"); she has walked out
of
or been asked to heave her daughters'

tially nowhere and everywhere.

homes; and, she has lived essen

She recently moved to New York State

County from an outlying area to be with friendly people "who smile
at you on the streets".

LY:

Marilyn:

Where do you live?
I

live here now (hospital).

LY:

What do you do when you leave here?

Marilyn:

Well.

LY:

But, where will you go?

I

see what happens.

?
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With

a

shrug, she launched into

her travels in the last few years.
at her daughter', for

and in the parks.

a

a

long, complicated itinerary of

She has lived in jails, hospitals,

while in the empty, dead house,
on the streets

When asked about discharge plans,
she responded:

Marilyn:

Been here

LY:

Why so long?

Mari1yn:

Well, I think they're trying to find
me a place to live.
They're considering N. Blvd. (supervised
housing).
But I am trying to
strengthen myself up to live alone.
I
feel I need to do that.
I've
never been on my own.

LY:

But for the last 3 years you've
been on your own without a home.

Marilyn:

Right.

a

long time this time.

Despite her spoken preference for living alone (and actual avoidance of engagement with community alternatives), she believes deeply
that she needs someone in her life, that the isolation is too much for
her.

She would like very much to find someone like her husband, to

look after her.

need".

"I

would like to find

She lacks social

a

man who needs me and who

networks where these needs might be met at

least marginally.

LY:

I

Who do you see when you're not
in the hospital

:
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Man' lyn

I
like people in this city.
People
on the streets or in the stores
or
who you ask directions from.
Or
if you sit outside in nice weather
they are friendly.

LY:

Who are your friends?

Mar i lyn

I
don't have any.
Not really.
I
just like knowing that people are
friendly.

Although she is lonely in the city, she
does not consider
the hospital

any respite from this.

The hospital, while it is an

environment in which she can meet people,
as she said,

autonomy

Marilyn

is

is like

she would never come in on her own.
not worth possible social

"prison" and,
The loss of

benefits.

There's a paper in my room that
says "patients rights".
It says
you don't have to take medicine.
But if you don't, they won't let
you off the unit at all.
They
imprison you and force you to take
it.
I
don't want to stay in this
stinking unit.
So you conform.
Voluntary, involuntary:
it
doesn't matter. .Let' s face it,
the purpose of the hospital is to
get you off the streets.
.

LY:

Well, what makes people think you
need to be here?

Mari lyn

People think I m screwy because
my thinking is a little different

Despite the fact that she believes she has an illness,
cal

model

does not engender trust in her.

a

medi-

!

.
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Marilyn

I
feel like I'm ready to leave much
sooner than they do.
They keep
saying:
you're safer in here. That's
malarky.
You're not safe anywhere,
much less here.
Look at these people,
they're very sick. Misdiagnosed,
like me probably.
Sometimes in a
place like this you have to settle
for less than the truth.

LY:

How come you think you're misdiagnosed?

Man" lyn:

Well

I
was reading this book one
day and it described a paranoid
schizophrenic and I said:
That's
me

LY:

How coul d you be sure?
pretty upsetting thing,

Mari lyn

It was me and it was a

That's

a

shock and it
did upset me because for awhile I
tried to cover up footprints that
would lead anyone to think that.

About the multiple admissions:

Marilyn

This is my 59th time in the hospital in 15 years.
Been to SH's
and general hospitals.
Then for
five years I had no hospitalizations.
I
was a little crazy but I
felt I had to cover up because my
husband was at the breaking point
and I needed to hold it together.
So all that says is that I was out
I
wasn't doing that well but I
needed to protect my husband's
heal th

LY:

Then what happened?

Mari lyn:

They changed something and
constantly in and out.

LY:

Changed what?

I

was

:

.
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Mar11yn:

The medication.
It screwed up my
emotions. And my reproductive
system.
I
tell doctors, they
pretend to listen and then go
about their merry business. Of
course when it blows up it don't
blow up in their faces.
It blows
up in mine.
So I stop taking the
damn stuff and their damn advice.

She wants to be on the outside and she
does not want to be

totally dependent on the mental health system.
hard out there,

rather be.
its

"a

Even though it is

lot of wear and tear", that is where she
would

She avoids any engagement with the system,
outside of

provision of shelter and food.

She does not want community al-

ternatives, which will hook her and restrict her.

And, as for out-

patient counseling:

Marilyn

I
don't believe in it.
It doesn't
help me at all.
I
hear it might
help others, but not me.
In all
the years I was in and out of hospitals and clinics and whatnot, I
never had an advisor I liked or who
liked me.
You need to be believed
and these people tend not to believe
anything you say.
So many hear words
They don't get the feel ing. .I've
seen myself operate in the past.
I
suppose I could use somebody but at
this point there's none of "them that
can help.
.

Even the hospital

social

and patient networks aren't strong

enough, in her perception, to pull her
communi ty

in

and give her

a

sense of
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Marllyn:

I

The People here, the patients, are
so wrapped up in themselves.
They
don't really care and, as I said,
the staff hear the words and don't
get the point... PI us they don't
mix at all... They pretend to,
probably to keep their jobs.
But
they don't really.

count Marilyn as disengaged because, at this time,
she

is

extremely hostile toward and wary of the mental health
system.
believes that doctors are "on the wrong track"

,

mistreating her,

coercing her and absolutely disregarding her.
is

so ephemeral

She

Her living situation

out there, however, that she may simply need to

settle down in one place.
very wearing on her.

She is getting older.

Being outside is

She's been crazy, on and off,

for a long time.

At the time of the interview, she had been in hospital

six

months, on voluntary status.

At some point her values and attitudes

may shift toward security and

a

she really needs
tal

a

relationship.

sacrifice of autonomy.
A shift would reflect

As she said,
a

developmen-

resolution that might occur as psychiatrically disabled persons

grow older and are forced to accept vulnerability and needs for

security.

All

of the older participants in the study seemed con-

cerned about "settling down" in one place.

Fran

.

mental

Fran is barely 20 years old and has an extensive history with

health programs.

Before she was 16, she had seen several

psychiatric personnel and had been labeled at risk for developing
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serious psychopathol ogy

At 16, she was first admitted to CDPC

.

Adolescent Inpatient Unit.

Fran:

T his was

because one day I was drinking too much and my mother said
I
shit in the tub.
Then she
called social service and when
they came I made an excuse that
I
was a junkie.
So I swallowed
some cough medicine.
This is
when. they first accused me of
having a nervous breakdown.
Garbage.

After discharge, she lost interest in school where she
began
to

feel

isolated and misunderstood.

She told this to her mother

who then had her admitted to the adolescent day treatment
program.
She finished the program and tried the Job Corps,

low income kids".

"a

program for

She wanted to improve upon her "mental capacities"

When this did not work for her, she "decided to see what it felt
like to die" and took "seventeen chloral hydrate pills".

admitted to an adult unit at NYPC.

She was

This was the beginning of the

multiple admissions.

Fran:

My mother always said I'd end
up living in a mental hospital
had to leave her.
I
One day
I
said:
I've had enough of
this with you.

Since then, she has lived in the area with an assortment of

roommates, many of whom are ex-mental patients and elderly men.
She much prefers life on the "outside" where she feels free, inde-

pendent and "like an adult".

.
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Fran

When I'm not in the hospital I'm
in very comfortable
situations.
I'm not confined.
Mo doors are
locked.
No one's telling me what
to do, where to go.
I
have good
times.
Go outside.
Listen to
music.
Eat what I want.

LY:

But something keeps happening
to
you and you end up coming back
in here.

Fran

That's when I step on someone else's
personal property and they get angry
with me... Get off!
Get away!
Or
else you'll be confined.
Or sometimes
I
drink too much and eat too much.

Autonomy and independence are valued and equated
for Fran with
a

disregard for social

boundaries, conventions, rules.

my planet, too", she says.
to

"This is

Her idea of being free inevitably leads

inappropriate social behavior and confinement.

The confinement

makes her "even weirder".

It became an obsession

to get out
and get fresh air.
I
couldn't take
being locked up.
I
know just about
every road and highway within a
ten mile radius of the hospital
Then, of course, the cops would
be picking me up because they
thought I'd be in somebody else's
busi ness
.

LY:

How about this last admission.
How did it happen?

Fran:

They picked me up on someone else's
property because I was messing
around... I have desires for things
that I cannot obtain.
So I play
little tricks on myself and make
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believe I'm doing things that I'm
not actually doing.
LY:

Like what?

Fran:

Lik e owning that house and planting
a garden... See?
Than I say I'm just
as satisfied as they are; I'll just
do this while they're doing something
else.
Then. .they turn around and
say:
What are you doing? And I
say:
The same thing you're doing.
.

This tendency to create/change reality by wishing
things into

existence is fairly characteristic of the way she relates
to the
world.

From her presentation of self in the interview and her

memories of events, it seemed clear that she was at least marginally
psychotic much of the time.

She would rather, though, have her be-

havior treated as "wrong" or "bad" than her self treated as crazy
or sick.

LY:

What happened that day, do you
remember?

Fran:

They didn't like it.
They called
the police.
I
said I wanted to go
to jail and what did they do ?
They put me here.
They took me
in an ambulance which scared the
shit out of me.
They were going
so fast I thought we were going to
crash.
I
kept on yelling things
so they would slow down.
But they'd
It was a complete 90
go faster.
degree drop into the hospital.
Again.
Boom.

LY:

How come you wanted to go to the
jail?
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Fran:

1
figured I'd do my time as punishment for what I did.
But here I
am... Not happy at all that people
were grabbing at me.
But I'll get
out.
I
do not plan to die at UNYPC
and I hope this is understood.

She wishes for

a

"normal" life with its satisfactions, but

cannot negotiate developmental
to her,

tasks in realistic ways.

According

she is partially aware that "making believe"
and "getting

into other peoples'

business"

is

against the rules for adults.

She

has this realization even at the time she is enacting
the fantasy.
It makes

sense to her to punish this behavior.

admitted to the hospital, the end destination of
on which she has no control.

committed.

In

Instead, she is
a

dangerous journey

She gets frightened.

And, she gets

the hospital, things don't get much better:

Fran:

I
discovered here that I was
claustrophobic.
My face turns
red.
I
get scared.
So they
come and give me a needle in the
ass which has a totally adverse
effect on me.

LY:

Have you told anybody that?

Fran:

You try.
They don't
listen.
They just keep on doing
what they're gonna do.
Nothing
will change that.

LY:

What does help when you're scared
like that?

Fran:

Medication does not help me.
It
makes me want to sleep or else investigate what other patients are
doing.
Never really helps. ..I'll
always be more into people than

Oh man.

:

.

.
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they'll be into me.
So, when I
get out of here I stop taking
it.
It wrecks my nervous
system even

more

Most everything connected with the
hospital is seen as either

dangerous or ineffective.
out.

It

She feels lonelier in the
hospital

reminds her of high school.

She feels on the periphery,

more interested in others than they
seem to be in her.
"community", though, ex-mental

than

When in the

patients are her closest friends, and,

by her account, even they come and
go with frequency.

This leaves

her in the area community with very little
support and no obvious

anchors

LY:

Does it help to talk to people
when you're living out there?

Fran:

Well.
I'm always trying to figure
things out.

LY

It's not easy for people to do that
along.
Who helps?

Fran:

No one really.
Maybe some other
patients, but not really... I don't
want anyone.
do not want an outI
patient advisor.
I
do not need that
sort of thing.
will survive.
They're such jerks... the crisis
unit too.
.

.

I

Although she would like

a

safe, nice place to go for help

when she's frightened and psychotic, she does not value security

enough to waive autonomy.

Fran

The hospital

is

not safe in this regard

People come here because they think
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R,V
But me!f

e

U

They think

'

s security.
;.,
I'd rather be roaming
around

anywhere else.
They confine you and
say to you:
This is how limited your
world is now.
LY:

Well, what's the purpose
of
1 i ke
this?

Fran

a

place

It's supposed to be to renew
some vital
part of yourself.
To work out whatever
is bothering you.
But it's not really
that way... If you water a
plant it will
grow.
If you don't, it will die.

Fran, like others who are so
disaffiliated, can focus only on
the "bad parts of the hospital

experience.

What those who are en-

gaged find comforting and nurturing is in
part the confining aspects of the hospital;

that is, they experience the restrictions
as

containment and protection.

These same characteristics are experi-

enced as controlling and coercive for the
disengaged persons.
is

no

nurturance; she implies here that she

The renewal

is

There

not being "watered".

she wants and her mention of problems that
need "work-

ing out" suggest that she is aware of her
vulnerability.

Jules

Henry (1980) would say that this personal vulnerability
and her

loneliness are inseparable.
When a person feels vulnerable - unprotected,
easily hurt, and trapped or misled - he
shrinks from other people... In life, people
pass before him like phantoms toward whom
he would reach out... but the motion of
reaching stops before it starts ... Bei ng
aware of ajl these tings (dangers) the
person ma.y become frozen in loneliness,
adopting the motto that "It is better to
die for want of love than to be trapped
and killed by it"
(pp. 95-96).
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Henry goes on to discuss how
this style of non-relationship
leads
to further vulnerability
and a sense of not being
grounded, of not
belonging anywhere.

LY

What sorts of problems would
you like
to work out?

Fran

Sometimes I question whether or
not I
exist.
Sometimes I feel so intangible
I
get depressed.
Other people cannot
respond.
This upsets my system.
So
I
do things to upset them.
I
might
drink a little.
I
try to make myself happier. .Everyhing I do is
a dream.
.

LY:

sounds like you get lonely and confused sometimes.
Maybe it's scary to
feel that others don't understand that.

Fran:

Maybe.
I
don't know.
Can't figure it
out.
I
feel stuck and I don't like
coming back to- the same place.
I
need
to break away.

It

This is almost exactly what James said about
growing up and

changing.

For Fran, also, the breaking away seems equated with

maturing.

She worries

a

reaching her "potential".
as

great deal about not growing, about not
But she has the same problems with this

the rest of those in this group.

She has no real

sense of how to

act her age, given her personal strengths and weaknesses.
the interview she had spoken of her "baby fat"

see but it's there").

Early

in

("It's not easy to

She said then that she couldn't understand

why it hadn't gone away ("Don't you just grow out of it?").

She

comes back to this metaphor in the following interchange about what

:
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she could do to make herself
happier

Fran

As

soon as I get out, I might have
a
drink.
But I'm easing up on beer
because I've gained a few pounds.
I
would like to drop a few pounds in
the
process of becoming a mature adult.

LY:

It's hard,

Fran

Yeah.
I
guess I need to find some work
Maybe go to college.
But I don't know
if I could hack it because I'd have
to
find just the right kind of college.

LY:

How woul

Fran

Independent work.
Where nobody has the
right answer .. .where nobody is looking
over your shoulder seeing if you're
doing the right thing.

d

this thing about growing up?

that be?

Summary

In some ways,

help her.
tive,

Fran has given up the idea that other people can

Every story about treatment settings and providers was nega

filled with images of oppression, danger, and faceless people

doing things to her.

Her only positive images (the few there were)

were related to her life "outside".
The people in this group are sensitive to those aspects of the

psychiatric hospital which represent its social control functions.
They seemed to focus on and describe those staff who do consider psy-

chiatric disabilities "wrong" or "bad".
"swell

They also find those who

with strength" in response to another vulnerability and power-
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lessness (Henry, 1980).

They told many stories
about staff who

appeared gratified by patients'
weaknesses.

There was not one story

about staff who are compassionate
and understanding.

I

think the

people in this group are too
frightened, and the setting
has enough
coercive elements for them to
see or trust anything
good in it.
One
woman, Sandra, said that "they
think they can make you
different by
locking you in a closet".

Many

in

this group,

like Fran, are drawn to
unconventional

life

styles, which emphasize their
differences in relation to most
other
(conventional) people.
Robert Coles, in his Forward to
Sheehan's
b00k Il- the re no place on earth
for me ? (1983) writes that:

Most of us don't hear strange voices
We don't see things that aren't
physically there while awake.
We don't
invent words and use them provocatively
to the consternation of our
neighbors.
We don't do things for reasons
no one
can figure out.
We don't talk in such

way that even our friends and relatives can't possibly ascertain what in
the world we are saying, or mean
to
say (p. xiii).
a

Their inability and disinclination to operate
within society's
conventional

frameworks leads to frequent conflict with local
resi-

dents who then involve the police.
are "sick" of her because of all

Marilyn told me that the police

the paper work.

This was

uncommon observation of many in this disengaged
group.

evidence as noted by Segal and his colleagues (Segal
Segal, Baumohl,

&

Johnson, 1978) that this perception

&

a

not

There is some
Baumohl
is

,

1980;

not unfounded

Law enforcement and mental health personnel are reluctant to become

,
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involved with individuals who
undermine professional efficiency.
Police officers on the beat who
transport
people to the hospital or crisis
clinic
and then must sign papers and
confer with
psychiatric personnel (say this) greatly
reduces their capacity to respond
to other
events that are far more important
in the
hierarchy of police concerns .. .Pol ice
officers
complain bitterly about "revolving
door"
care... Thus officers often ignore
(these
people) except in extreme situations or
"move
them on" to areas where their presence
is
less disturbing to residents (Segal &
Baumohl
1980, p. 360).
Both the values, beliefs and attitudes
expressed by people in
this group and their behavior patterns and
characteristics place them
in

the ranks of the "young adult chronic"
population as represented

in

the case history literature.

Six of the eight were 30 or younger.

Their attitudes toward and perceptions of the mental health
system
reflect their hostility to authority as well as their fears
of dependence on an environment which is seen as punitive and restrictive.

They are depressed, facing existential crises and developmental

conflicts which seem irremedial and hopeless.

In

the face of this,

they create unrealistic goals which they repeatedly fail to reach.

Their frustration and rage, along with an inability to contain impulses, leads to acting out, incarceration and hospitalization.
a

As

group, they are probably marginally psychotic much of the time.
The hospital

all

holds many meanings for them.

It

is

the worst ways, controlling and rejecting at once.

familial
It is

punishment for acting weird, for hurting oneself or another.

a

It

in

.
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does not seem rich in either
social opportunities or,
even initially, therapeutic
possibilities.
Treatment providers seem to
live in their own worlds
and do not care much.
Often they are
«rong in the patients' opinions.
Other patients are described
as
isolated and in their own worlds.
They don't seem to care
much
either.
But still, the hospital
is scary because some
day, they might
end up there and get "hooked
on it".
The function of the hospital
is

to

as many of these patients

take people off the streets.

see it

They understand that it should

have another function, to help people,
but few believe this is rea1 i

zed

People in this group move around
does not chase too hard or long).

a

lot, eluding the system (which

They are the least rewarding pa-

tients to work with but, nonetheless, consume
resources wastefully.
And
The agency evaluated by standardized client
outcomes sees palpable evidence of its inefficiency: a large group of costly, chronic
patients who fail to improve by conventional
criteria (Seal & Saumohl
1980, p. 361).
,

.

CHAPTER

V

Multiply Admitted Patients;

Ambivalent

It s not that simple...
Sometimes I get very scared
and I don t mind coming in.
But then after after
a few days I'm not scared
of the outside anymore
Then I want to get out.

Randy

Although there were varying degrees of
engagement with the mental

health system among the seven people in this
group, all were

engaged in some way as outpatients
about the system as

a

.

They were far more ambivalent

whole, and about in patient care, than either

engaged or disengaged participants.

This ambivalence seems to allow

them to make more and more effective use of inpatient
and outpatient
resources.

They are able to find what

is

bad

and good in the system;

the former frightening them away from both longer term stays and
in-

creasing dependence, the latter allowing them to maintain needed connections with outpatient environments.

They have fairly regular con-

tacts with outpatient staff and, in times of crisis, they increase

their contact within the system to include advisors, crisis team workers, and the informal

networks available in the facility for visiting

outpatients
As a

group they have substantially shorter stays than either of

the other groups.

They stay approximately 15 days per admission.

Diagnostical ly, they differ from both other groups.
102

Four of the seven

.
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had diagnoses of borderline
personality disorder; one,
dysthymic

disorder; one, schizoaffective
disorder; and one, schizophrenia,
chronic.

This is in contrast to

predominance of bipolar disorder

a

and schizophrenia, chronic
diagnoses in both other groups.

people in this group have

a

mean age of

31

Together,

years, ranging from 22 to

42 years

One woman Gloria, is seemingly
disengaged, at least verbally,

and may in fact be moving in that
direction.
she

maintains

She tends to

Behaviorally however,

contact with staff and hospital between
hospitalizations.

"attack" the system with herself rather
than withdrawing

from it in times of crisis, the way people
who are disengaged do,

although she currently may be moving toward
increasing disengagement
(see below).

Another woman, Sally, is moving in another direction:

from long term engagement and dependence toward an
ambivalent and

active stance vis-a-vis the system.
tion.

She too seems to be in transi-

Randy and Nancy, however, typify and articulate concerns for

most people in this group.

Randy_.

Staff members who referred Randy did so with some reservations:

they felt he would refuse to participate.

He did not refuse and turned

out to be one of the most enthusiastic participants.

When

I

went downstairs to meet him, he was standing at

window, watching

a

crowd outside.

bystanders were bending over

a

Several

a

large

security guards and various

young woman who was on the ground.

clothes were dirty and bloodstained.

Her

Her face was cut up and bleeding.
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Randy seemed unable to stop
himself from watching.
to see me and
to me,

I

He was

suggested we move away from the
window.

relieved

His reaction

along with my sense of needing
to do something to help him

disattach from the scene, replicated
situations he later spoke of in
which his initial response to
hospitalization was positive.
It was
as if the hospital

soothed him, as

did,

I

by removing him from frigh-

tening situations.
We talked about the "accident" as
we walked toward the office.
had been frightening,

he said,

and reminded him of other things that

had happened to him outside and in the
hospital.

fifteen minutes talking.

I

It

We spent the first

told him about the research and he told

me about medical students who interviewed him
for "grades".

They

taped the interview, he said, and showed it to
doctors and supervisors.
He said he hoped he had the right answers

for me.

I

tried to change

this frame somewhat by telling him that this interview
was not getting
a

grade, either for him or for me.

also said that sometimes people

I

did things with other people that seemed nice but were, in
fact,

their own benefit.

view was

Yeah, he said.

a

he was

relatively remote area.

complicated, long process.

He doesn

by discussing his living situation.
it in the

doing that too; this inter-

He was

way to get out of his parents' house.

a

At the time of the interview,

father in

for

living with his mother and

Taking the bus to the city was
'

t

dri ve

.

He began the interview

He had given a

few months since he had moved back home.

shaken his determination to see himself as

a

a

lot of thought to
In

general, it had

mature, responsible adult.

.

Randy:

.

What's it like to be living
here?
Well, it's OK.
But boring.
It's
very, very boring.
I'm trying to
get my own place again.
I
want to
be independent.
So, what happened?
How did you end
up living with your parents?

Randy:

Well, it was strongly recommended.
I
wasn't forced into it.
I
could
have gotten out of the hospital even
if I didn't move.
But my advisor has
been making the suggestion for months,
maybe a year.
He wanted me to live
at home but I kept fighting it... It
wasn't a good idea.
I
like my independence.
I
like to live alone.
At
that time, I was getting discharged
from the (inpatient rehabilitation
unit in another facility)... I finally agreed

LY:

So now you're

thinking of looking
for another place of your own.
But
when you were in
you thought
)
it was a good idea to live with your
(

parents
Randy:

Yeah.

At the time.
Because of my
repeated suicide attempts.
My advisor thought maybe I was spending
too much time by myself... I kind of
agreed with him... Now I begin to
regret it.
I
don't have my independence, my freedom... I can't
come and go as I please.
When I
leave I have to tell them where
I'm going, when I'm coming home.
And I'm 40, 41
42 years old and
you know, I'm just tired of being
treated like a child.
I
just can't
stand that.
,

His

parents'

home feels very crowded to him and rigid, with

little room to negotiate, as though he were still

a

child.

His

.

:
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apartment, on the other hand,
was wonderful
land and central to everything
in the city.

Urge> a1py<

^^

There was no sense there

of someone watching and evaluating
him as there was at home
and, as
will be seen, in the hospital.
But, in fact, during the
years in
which he lived with his parents
he'd had no hospitalizations.
He
was having a difficult time
reconciling this with his needs
to see

himself as autonomous.

andy

Facing it made him feel

badly about himself:

1
lived with my parents most of
my life.
I
had a place of my own
when I was in my twenties.
For
about a year.
But I had troubles
there.
That's when my troubles
started

*

LY:

Would you say that living alone and
having troubles is connected?

Randy:

No.
Not at all.
The doctors and
the advisors thought it had to do with
my living away from them. That's why
they wanted me to move.
They thought
that I wasn't able to adjust without
my parents.
I
could not convince them
of the fact that I liked living alone;
independent.
They couldn't understand what that meant to me.

His sense of the importance of independence is made poignant
in

the context of his awareness that independence

(which he tends to

equate with solitude) sometimes leads to depression and serious
sui-

cidally.

And hospitalizations.

His di scussion of the admission pro-

cess echoes some of the themes presented above, as well as the concern

with being coerced which he discussed in describing his eventual move
to his

parents.

?

Most of the time I come in
because
someone else thought it was
a good
idea.
I
would attempt suicide and
they would say either you
volunteer
yourself or we'll commit you.
So what do you do then?

Well they call it voluntary,
but...
it's either you sign in or
we'll
do it for you.
That's how the system works.
You have 72 hours.
I
never signed a notice but I always
threatened to.
The first few times
I
went along because I figured they
knew best. .Usually for short stays
but once or twice I thought I was
never gonna get out.
The last time
they said I'd stay six months and if
I
signed a notice they'd take me to
court and win because of my past
history.
So I never signed it.
I
didn't want to go to court.
I
ended up staying for 2 months.
.

So in a way you're not really being
forced to sign in, but you feel as
i f
there s no choice?
'

Yeah.
But it's not that simple at
the time... Sometimes I get very
scared and I don't mind coming in.
But then after a few days I'm not
scared of the outside anymore and
I
feel like I can do things again.
Then I want to get out.
I
mean,
it's sometimes hard to cope with
the outside, but after a few days
it's even harder to cope with the
hospital.
The longer you're in, the
worse you get.
That's what happens
with me and that's what happene d
to people who have been here a long
time.
So you're saying that in the first
few days you feel better but then
you start to get frightened of the

hospital

?

.
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Here he begins to describe
his fears of dependency
and, relatedly,

confines.

The hospital, which initially
seems safe and dependable

gradually becomes restrictive,
confining and dangerous.

This pattern

over time was characteristic of
all the people in this
group.
LY:

Well, you seem to have mixed
feelinqs
about the hospital

Randy:

Like

I
said, the first couple of days
good.
After that, I get nervous.
It makes me think of that girl
downstairs.
Sometimes patients explode,

it

s

going crazy I guess...
be around this.

I

don't like to

LY:

It can be scary.
Is there anything
you can do to change the situation?

Randy:

Yeah.
It is scary.
And it's not
good for me.
I
tell my advisors and
...they say I need more observation.
I
say, they say, because no one takes
responsibility for things.
Like
I
would ask a nurse and she would
say because of the doctor.
I'd ask
the doctor and he would say it was
the advisor.
And so on.
Ridiculous.
And look what happens.
Everytime I
go in I see patients and say:
MY
GOD.
They're still here.
God.
So
They're going to be.. so it's depressing and I can understand why
they explode sometimes.
I
would too.

LY:

Do you think about these experiences
and feelings when you're out of the
hospital

Ran dy

LY:

:

Some... Some frightening dreams.
Always
about the bad things, never about the
good.
The staff I don't like are in
them.

Would it be OK if I asked you to tell
me about some of those dreams?

.
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Randy:

Well. ..Like I'd be sitting
in the kitchen area and the nurses'
station, I
can it the pedestal, I hate
that,
'hey re always glaring
down at you
And that s a true situation.
While
you re in the hospital you
always have
eyes on you all the time.
No matter
what you're doi ng .. .always
someone
watching.
Or else about being put in
seclusion.
I
was put in there once
it was strange.
I
had dreams about'
that for a long time.
But remember,
when I'm in a crisis situation,
and
I
go into the hospital .. .even
if I don't
want to, it's always for my own
good
because I'm completely out of control
emotionally, drained and wanting to
end it.
So, it's good that I can qo
in.

LY:

lt seems that the important thing
for
you in those first few days is that
you feel safe.
Do you think most
people feel safe?

Randy:

Oh yes.

He values

In fact, three friends in
particular have told me that they
feel safe in the hospital.
They're
afraid to go outside.
And that is
one of my fears.
I
am afraid that
if I stay in the hospital too long,
I
will... I mean, they were in for
long periods... I am afraid of becoming
dependent on the hospital ... It can be
a way of life.
Hey!
I'm afraid out
there but. I want to be out there.
I
don't want to be in the hospital for
the rest of my life.
They'd just as
soon be.
I
don't ever want to reach
the point where I'd rather be in the
hospital.
No matter how bad things
are

independence, autonomy and maturity more highly than

safety, although he realizes his vulnerabilities and fears and sometimes needs to depend on the hospital.

The readmissions function to

no
provide him with some respite and
the involvement in therapeutic

relationships with other patients.

Patients, like the friends he

describes, are extremely important
to him therapeutically when he
first comes in.
feel

He places more trust in their
ability to help him

better than in the doctors and other
staff.

Part of the problem

on the "outside" for Randy, and for
many others in this study as well,
is

that he doesn't know whom to trust.

(I

was aware too that these

comments were referring to me as someone
from the "outside").

About

people outside:

Randy:

They pretend to be your friends.
But
it's hard to talk.
You're not sure if
they're really sincere when they answer
you. ..(You can't be sure) they're not
just saying what they think you want to
hear.
You can't be sure.

On the other hand,

are glad to see him.

when he comes into the hospital, other patients

They confide in him and understand him better

than anyone else.

Randy:

They're always glad to see me.
I
guess
they like me.
That makes me feel good.
And, when you talk to patients who've
had similar experiences, they understand...
Like when I come in they hug me and say:
What did you do, try to kill yourself:
They know right away.
This is good
therapy ... You know, I made friendships.
Close ones.
Not phony, like on the
outside when you don't know who's being real
and who isn't.
These people here are
really friends.

Ill

It's the experience of

a

containing environment along with
the

welcome and relief offered by other
patients that contribute to the
soothing effect of the admission.
It was clear to him that
the function of the hospital was to
prevent people from dying:

their own intent or as

a

result of neglect.

of the staff, in contrast,

is

His view of the function

much less positive and actually
contri-

butes to his fears of the hospital

Randy:

either by

after he "seals over".

I
don't particularly care for
the way the majority of the staff
do their jobs.
They act like
they know they have you in a
spot and they take advantage of
that... It's horrifying, really.

They constantly watch you.
They
want you herded into one place.
They take absolute control over
your life.
Everybody makes your
decisions for you.

Randy, like other ambivalent patients and like disengaged
patients,
does not trust the intent of the inpatient staff.

The whole process

of admission and hospitalization is seen basically as coercive and

demeaning.

Unlike disengaged patients, members of this group trust

their outpatient advisors and the crisis team to some extent.
all

Almost

people in this group talked spontaneously about their advisors.

Randy:

My outpatient advisor, he's helpful.
I
see him lot.
More than anyone,
really (except now my parents).
He's
a really good person... As an outpatient
I
get better treatment because I can
see my advisor and talk to him regularly or I can call when there's a crisis
or when something particularly upsetting

.

.
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happening ... I like him better
than
anyone else in this place.
I
really
miss him when I'm an inpatient.
is

As we ended the interview,
in

the hospital

to make it a

Randy:

I

asked him how he would change things

better place for him and for other
people

If it were up to me?
fell.
(laughs)
I'd stay 3 or 4 days and then
leave
without all the discharge planning
which
seems to take weeks.
I'd ask them to
stop being so bossy... They can be
more
lenient, maybe not with all the patients...
but they could use a little more
flexibility as far as judgment goes about
particular patients.
They should treat
people on an individual basis.
Like if
one person does something wrong, the
whole unit is punished for it.
It's
like being in first grade... I sometimes
think they do everything for their own

convenience

Randy believes that his problems on the "outside" are
partially
the result of his own fears, misperceptions and mistrust
of other

people.

He sees

his depression and drinking as problems.

While he

would like to understand the cause of these reactions and behaviors,
he realizes

that it is complicated and probably unknowable.

standing his own difficulties
problems in living.

is

goal; it is not

a

a

Under-

solution to his

At least part of the solution for him is to feel

free access to respite for "about

3

days".

Then, he feels he can do

"anything again"

Although he seems to do better (in terms of readmissions) when
he lives with his

parents, he loses something of great value to him,

.
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some sense of independence,
personal control and maturity.
are elderly, and he is almost
certain to outlive them.

His parents

A major pro-

blem for him is equating
independence with solitude, which
leaves him
in a vulnerable situation
wherein he loses the independence
he sought
to

gain.

Nancy.

Nancy

city with

a

is

a

30 year old woman who shares an
apartment in the

friend she met in hospital three
years ago.

she lived with relatives, alone and,

for

a

Before this

while with her ex-husband.

She is quite determined to break the
cycle of readmission and has

concrete goals toward reducing her number
of admissions.

She very

much wants to be free of the inpatient
system, while she acknowledges
a

continuing dependence on outpatient support.

her current advisor is good.

The relationship with

Nancy trusts her after having had

a

few

therapists whom she felt had been neglectful of both
her health and
person
She also is

in

school, trying to train for

self (she now gets benefit checks).
ful,

is very important to

her.

a

job to support her-

Finishing school, although stress-

She told me she had offered to help me

because one day she might need people to help her with some school
project.

She presents herself as

great determination to change.

a

Yet,

person with many strengths and
she perceives the world as

a

dangerous, unpredictable place in which she sometimes feels out of
control and frightened.
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Nancy:

My apartment itself is
nice but sort
of dilapidated.
I
don't like the area
though.
I
mean, it's close to everything, but I don't like
the section!

LY:

So it's close to things but
something
about it bothers you.

NanCy:

(Pause)
I
don't like the section...
It s...uh...I' m not
prejudiced, don't
get me wrong, but you know it
seems
like more black people are
taking
over the block and it's getting
rougher.
I
guess it's scary to me

LY

So you sort of have mixed feelings
about
your home.

Nancy:

If you mean good and bad feelings,
yes.

She also has good and bad feelings about
the hospital:

LY:

How does it usually happen that you get
admitted to the hospital?

Nanc y

;

LY:

Nanc y

I

get depressed and suicidal.

Before every admission?
;

Yeah.
Everything is going haywire.
I
can't cope.
I'm not sleeping or eating.
I'm drinking alcohol a lot.
Trying to
alleviate those feelings but it doesn't
work.
Then I get suicidal
.

LY:

Nancy:

How do you find your way in?
I

ask.

to be

It's my idea.

I

know

I

need

in.

LY:

Why the hospital and not some other place?

Nancy:

Because when I have those feelings I'm
feeling really unsafe with myself and
I
think that if I'm in the hospital
I'll feel safer; have someone to talk to.
If I feel like hurting myself, they

.

115

won't let it happen.
I
can count on
people being around to
make me feel
safe.
There's no other place for
that.
Halfway Houses are no good
at this point,
f ever
i

After

a

discussion of halfway houses, in
which she emphasized

their repressive character as she
sees it, we talked more about the
hospi tal

.

LY:

How long do you usually stay?

Nancy:

A week, three weeks.
was the longest.

LY:

Maybe

a

month

If it were up to you

Nancy:

Fi ve

days.
I
feel, I don't know...
once I'm in and I feel safe,
(that takes a couple of days) then
the feelings start to go away and I
don't like to be there anymore.
I

A story she told

come in to hospital

feel

later about an incident in which she wanted to

and her advisor was discouraging admission sug-

gests that just the awareness of the availability of the
hospital

when she feels she needs it can sometimes relieve her.

haywire" and pushing for admission.

She "was going

This went on for several

days.

At some point, her advisor changed positions and offered hospitaliza-

tion if Nancy felt she could use it.

that crisis.
wills until
to her.

Nancy was not admitted during

She evidently felt the therapeutic struggle as one of

the advisor offered the respite, and restored some control

Many in this group struggle with these issues of control

which seem to relate to their growing fear and mistrust of the hos-

?
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pital

soon after admission.

What is it usually like in the
hospital

Terrifying. .It makes you feel safe
but still its terrifying.
Everybody angry and fighting.
Staff
pushing around patients. And it's
boring in another way.
Especially
if you're on constant obs or oneto-one.
I
mean for the first couple
of days it feels good to be with
someone constantly but after that...
and you're feeling better, they're
still watching you... They confine
you too long.
You get better and
they don't take that into account.
.

**********
You know, there are a lot of things
in this system that I don't like.
There are things that may be helpful at times, but they overdo it.
This may be because there are certain people here that are really sick
and they shouldn't be here.
This
place is" not suited to their needs.
Really violent people do not
belong here.
LY:

Because they're here, everyone gets
treated as if they're sicker and
need more observation and restraint?

Nancy:

Right.
And that makes me mad.
They
don't treat you as individuals.
Like
they were going to open a forensic
unit for violent peopl e
What would
that leave me?
I
would feel very
unsafe.
I
wouldn't be able to walk
around and things like that.
Plus
I'd have to come here anyway.
My
outpatient advisor is here.
.

LY:

.

.

And feeling safe is very important for
your feeling better here.
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Nancy:

don t know.
I
was just sayi ng
that
hate this place.
I
worked here for 4
years and I sat in the cafeteria
and
I
watched people coming in and out,
you
know, and I've done the same
thing:
In
and out.
It makes you think it
doesn't
.

.

.

I

hel p at all.

LY;

Your ideas and feelings about
it are
changing.

Nancy:

Seen too many bad things here

LY:

Maybe those things were happening all
along.

Nancy

Well, not for a while I think.
There
used to be this 9 to 9 thing where inpatients and outpatients mingled.
They
had more things going for you then.
Units started to change.
Then it seemed
like the whole building started changing

LY:

UNYPC itself is changing.

Nancy:

Yeah.

Before it didn't feel like an institution to me.
It wasn't supposed to be
an institution.
It was hospital, safe.
Now, it's turning into an institution.

LY:

Why do you thing it's changing?

Nanc y

Beats me.

;

The fears of loss of control

It's turning into

a

jail.

are evident in discussions of dis-

charge as well as descriptions of admission and hospitalization.
only way to control discharge

patient

is

is

to sign

a

72

hour notice,

voluntary (as most of these people are within

a

The

if the
few days).

Most patients won't do this, or rescing the notice if they do sign it.
Some threaten it.

For Randy,

one else's decision.

discharge was seen as the result of some-

Because of his past history, which he felt would

.
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undermine his case in court, he
c rarelv
rnreiy sinnpH
ho
signed 7?
72 hour
notices and never
followed one throuqh.
The
me npnp^i
general sense in ^l.
y
the group is that if
,

•

you

agitate too much for discharge
it will be taken as
sickness or suicidal

intentions.

a

sign of continued

Nancy, more than most, felt
some con-

trol

of the discharge process,
and at least partially
understood its
dynamics

NanCy:

1

LY:

always ask to be discharged.

You ask when?

NanCy:

As with

when I'm ready.
I
try to meet with
my outpatient advisor.
Sometimes the
inpatient advisor comes too.
We talk
about what's been happening.
What do
I
feel like, etc.
It's really up to
them but my advisor always wants to
know
how I feel about it.
Sometimes it's hard
though, like last January, they hesitated
because I was so suicidal and didn't care
about anything when I came in.
When I
wanted out they thought I was putting on
an act saying I was fine and I'd really
get out and kill myself.
But... here I am.

Randy, you get the sense that Nancy's readmissions
occur

during periods of crisis, when she feels overwhelmed
and depleted.
She needs to have these feelings acknowledged and
seeks an environment

(the hospital) that both allows for them and provides
respite, con-

tainment and "re-fueling" (she talks

a

out there and how little she gets back:

lot about how much she gives

"It's exhausting").

The gist

of her complaints about halfway houses was that they didn't embrace
her feelings and provide

a

structure in which she felt protected.

There weren't quite enough boundaries to contain her feelings.

As
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she said, she was expected to
do that for herself at

a

time when she

had no energy.

Most people in this group responded
quickly to the containing
functions of the hospital and soon
realized what "being taken care

of could do to somebody".

They all spoke about friends
or other

patients who were long-termers
(some of whom participated in this
study).

The general

reaction was one of horror and fear
of one's

own dependency wishes.

Their explanations of others' long term
stays

were similar, emphasizing the failure
or uselessness of the treatment.
They'd all much rather be out of hospital;
it can do nothing but hurt
you after the first few days.

Saljy.

had been wanting to speak to at least one
person who actu-

I

ally had been deinstitutionalized after
My initial

have
I

a

a

long stay hospitalization.

assumption, that many multiple admission persons would

history of long term institutional care, had proven wrong.

was almost through with the interviews when Sally's name was men-

tioned to me as
For the,

a

possible participant.

the interview experience was both timely and helpful.

She is currently in an intense period of transition, having just been

deinstitutionalized late last spring.

She had an enormous amount to

say about her past and current experiences with the mental

system.

health

She is rethinking everything, trying to understand her past,

keep up with her present and absorb the possibilities of her future.
She is actively negotiating relationships on the "outside" as well
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as those within the mental

health system.

She talked about how hard,

painful and sometimes debilitating
the transition from "inside
to

outside" is.
At the time we spoke she was
living with a roommate in

vised apartment.

Since the second of the two
attempts to deinstitu-

tionalize her (the first ended with
for over

rehospi tal i zation which lasted

a

year), she had been admitted

a

5

times for very brief stays.

She is 37 years old and spent
seventeen years of her life in

state hospital
It was

super-

a

(SH).

a

large

She had been committed at the age
of "almost 17"

like she "was born there".

She is moving now from

situation of total engagement with the

a

core inpatient system to one of partial engagement,
preferably with

more peripheral community agencies.
some respite from the world in
for certain that she will
In

a

a

She knows she may always need

psychiatric hospital and she knows

always need

larger sense, she

is

a

therapist.

leaving home and needs to maintain some

contact, more increasingly on her terms, with it.
"a

little kid sometimes needing to go home for just

She feels like
a

new nights now

and then".

She expresses most clearly what it is like to view the

hospital as

a

home with which you have an intensely ambivalent,

changing relationship and from which you are trying to become more
independent.

In

response to

a

question about where she was living,

she said:

Sally:

It's run by
an organization that gets
)
patients from here who still need support
(

.
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and other people to help
them figure out
stuff in their lives. ..It
gives you a lot
of freedom but still there's
a 24 hour
emergency number which you
can call if
you're upset or there's a
fire or somebody
gets hurt or hurts themselves
or falls
You re not all alone, but
you have freedom.
The interesting thing here,
is that she equates freedom
with

support network rather than with
"being all alone".

a

The problem be-

comes one of negotiating some
appropriate relationship with support

agencies and providers where she can
retain
ceived control and

a

a

fair amount of per-

sense of maturity.

Sally:

Sometimes I need a lot of space and it's
like I don't have it.
And sometimes
I
feel scattered and confused .. .Then I
need to come back in and get put back
together again .. .That s how I feel, like
I've been in some kind of car accident and
somebody needs to help me to live... Like
I'm suicidal, all scarred up from selfabusive behavior and there are times that
I
have to talk about that... and try to
think of what I could do different besides cutting myself up.
'

She needs the hospital

starts "going to pieces".

familiar.

environment to organize herself when she
It

is an

environment with which she

is

most

But the costs are high, especially when she needs help

getting to the hospital

Sally:

don't like anybody having that kind of
control over my life or death .. .Makes you
feel like a little kid again.
Like they're
parents.
Like I have nothing to say about
it.
Like I might as well accept it.
I
don't like that.
I'm 36 years old.

LY:

How to get taken care of without being like

I

:

.
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a

Sally:

little kid.

Well

The thing is sometimes I
y eah
need people to take control
... that is
not always a bad feeling.
I
wan t them to not so much take over - as
understand.
When
I
lose it I want somebody there
to be able
to say:
I
know you feel bad and that
you hurt... The thing is sometimes
I
need
to come back in here to get
that.
»

-

LY:

You know when these times are?

Sal1y:

Always.
I've never been
tarily committed)

2

PC

1

d

(involun-

The task of consolidating an identity
includes for Sally incor-

porating her commitment and long term stay in
the SH.
patient or

a

person?

Is

she crazy or sane

about the loss of so much time)?

years of age?

Is

Is

she bad or good?

she

a

Is

she

a

(albeit angry and bitter

child or an adult at 36

As her comments show,

she is

struggling to achieve ambivalence, an accomplishment coincident
with
increasing separation and individuation from the hospital.

discussing how the hospital helps

in

After

some ways, she describes her

commi tment

Sally:

I
was so young when I went in.
It was
like there's no other place for her, so
dump her there.
I
hate a lot of people
for that.. I mean, who gives anybody the
right to do that? Who the fuck has the
right to do that to another human being?
It's almost like child abuse... Who gives
people the power .to do that?

LY:

Did you ever he ar the word deinstitutionalization?

Sally:

No.

:

But I certainly know about institutional ization.
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Sally:

explained the idea of deinstitutionalization

0n
That's like what they're doing with
me now.
Have you ever been in a big SH?
-

LY:

No.

Sally:

Well.
It's bad.
Not like Here (UNYPC) clean and modern.
There are locked doors
there.
There's no privacy.
Everyone sees
you.
It's not like you don't get used
to it... but it's like jail.
The toilets,
the cells.
You can't ever be alone, not
really.
It's like cell-mates, all together
They're bad and so am I and we're all bad
together in this one place.
That's why
we're here... I mean there are people who
come in as kids and leave when they die.

LY:

What was it like to leave it?

Sall y

;

Not really to know it.

It's almost like being in a desert. ..for
19 years or so and having no humanity
around, in a funny way, being all by
yourself.
And now!
All of a sudden!
You're pushed out there... and all these
people are around and there's cars and
roads and stuff like that.
It's like,
it's like... WOW!
This is the world?
My God!
It's scary.
Scary and sometimes
you can't cope and you think:
My God.
I
want to go back to the desert, I don't
like it here.
That's how I feel when I
end up back here and it's all I know and
all I relate to in a way.

LY:

Everything was so unfamiliar.

Sally:

And of course when I left the SH
missed the employees; more than the
patients.
They didn't usually wack out.
They didn't beat you up.
They didn't hurt
me... well they did really... but I mean
physically.
But at the time I was leaving
I
didn't realize how much they had hurt me
It was
in subtle ways.
I
missed them.
very hard for me to leave there.
Yeah.
I
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This discharge was to UNYPC,

a

less restricted environment,

located right near where she had
grown up.

Of that part of the

transition, she says:

Sally

LY:

I
have a lot of good feelings about UNYPC.
At first I didn't know what to expect.
I
said:
Oh my God!
This place isn't
half as big as SH.
But still, I said:
How am I ever going to find my way around
this place? A whole new world with
a
whole new language.
Like when someone
tells you how to get someplace and you
listen but you don't understand and you
say to yourself:
Where am I?

You have good feelings about UNYPC anyway.

Sally:

I
thought I was safe here until this
doctor (he's a real son of a bitch)
wanted to send me back to SH.
He
threatened me so I don't know if he was
trying to scare me into getting better or
if he meant it.
Either way, it was wrong
for him to abuse his power and I hate him
for it.
I
felt like I did when I was 16
and they first put me in.
That time with
that doctor was when I realized that maybe
I
could be sent back again.

About her eventual discharge from UNYPC to the community:

Sally:

They had done all they could and if I
was going to kill myself I would kill
myself.
So they had to take that chance.
It was a very bad feeling.
You know, like
you bump someone out the door and you read
in the papers that they've killed themselves
the next day.
But they had to take that
chance.
They have to give people the right
they have to live.
In the end it's up to
me, it's my choice and that's very, very
scary... But it's like I have to give it
a chance.
I
didn't have a chance for 19
years .. .Sometimes it looks dim and dismal.

125

Like there's no chance in
hell this will
ever work.
I
go through those periods.

H

LY:

sort of hurt and rejected, even
!° u fe
thoughu it seemed right, when they
talked
about discharge.

Sa11y:

In

Yeahl
0f course!
Who wouldn't have?
It's
different when you're here and
you look
out the window, you're not
scared.
But
out there, well, you maybe can
walk back
in, but face it:
You're discharged.
You
really can't ever walk back in.
It's like
you've got to wack out or something.
It's
that you can't walk back in when
you're
feeling alright.
You got to be sick...
And actually there's stuff out there
that
can make you sick... Like starting all
these new relationships and relating to
new people and nuclear bombs and geez,
it's scary... Or you say to yourself:
Can I really trust that person or is he
a member of the Mafia or something.
Or
is that person going to blackmail me?
I
mean it takes a lot of work and time to
get to trust people and to get them to trust
you.
You have to take chances.
You almost
have to trust somebody.

describing her outpatient advisor with whom she's had

tionship since her initial transfer to UNYPC, she gives

a

a

rela-

sense of

both her connection to him and her active struggle to re-define her

problems and reframe her solutions.

Sally:

I
worked with him for 3 years and we went
through changes.
But finally we got to
a point where we agreed that if I felt I
needed to come in for a few days, I
wouldn't have to wack out to get in.
You
don't have to act crazy.
don't have to
I
cut myself.
I
don't have to show everybody
how crazy I am to be able to get security,
to be able to get what I need.
It's so
good that you can just say that... You can
say things and get what you want.
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Her major problem as she
sees it is to unlearn old
behaviors

and learn new saner ones to
get the oomfort and maintain
the control
she needs.
She very much blames the
system for many of her current

difficulties.

Sally:

1
was crazy the whole time there
It's all I knew.
That's what

(SH)

you learned,
initially I related to my parents,
they
were off the wall and I learned
to be off
the wall.
Same with the hospital
Teaches you to be crazy and keeps
you away
from society where you can learn
somethinq
different.

She's angry about all

the things she never learned, using
cros-

sing streets as literal and metaphorical
description of her life on
the "outside".

y:

I

So m any things change in 17 years... All the
malls.
And the cars!
They go all different
directions.
Ten lanes it seems.
I
have a
hard time even thinking about crossing
streets.
Here I was a woman 32, 34 years
old and I can't even cross the street.
That's my whole growing up in a nutshell.
Taken away from me.
All the time you
learn to cross streets so to speak.

think it's pretty clear that Sally has

powerful

a

good sense of some

dynamics in the relationship between her and the mental

health system.

For this reason,

I

include her experiences of and

explanations for her multiple admissions.

Sally:

It seems
3

like I've been coming in every
months or so.
But the main thing is,

,
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I m not
in now.
Tonight maybe, but not
now.
Like with my roommate, I didn't
really know her and what her problem
was
but now I do and it's still
a transition
So many things need to be
realized.
Like nobody's perfect.
It's hard." We
have good times and bad ones, but
who
doesn't? And we have our own separate
bad times.

LY:

Can you help each other out during those

times?
Sally:

Not always.
Sometimes I won't let her
help or vice versa.
And then .. .hospital
at least for me.

LY

What other options do you have during those
times?

Sa11y:

Well.
Gradually (the support organization)
is taking some of the role of the hospital.
Or I can call crisis and cry to them...
I
can relate to those two things.
But
sometimes I need the hospital itself.
I
have to come back because it's overwhelming
out there and I feel lost and scared.
Sometimes you have to go back to security
like a little kid almost .. .when they're
lost.
They feel that way.
They want to
be back with their parents in their own bed.
It's OK again, and you don't have to be
afraid anymore.
This place is sort of like
security for me.
I
get sort of homesick.
It's like you've always been there and you're
still there so why not go home?
I
hate to
say that because it's... not my home and I
know that but it still is in a way.
It's
almost like this has always been my home.

While many of the long stay engaged patients are transferring

attachments to the hospital, Sally
at 36 years,

that,

in

she said:

is

doing the opposite.

the process of leaving home.

When

I

She is,

commented on
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Sally:

W en ' fee1 really bad
or lonely I know
where to go.
It's like. ..I think it's
wrong for anybody to say it's
wrong that
I
come back here.
I
come back here because
like... you know, like
somebody else goes
home,
in a way I do that.
Why is it wrong
because I go home, what I feel
is my home?
When I come here I can take
my shoes off,
so to speak, and relax.
I
can let my hair
down.^ I don't have to be
perfect here.
I
don't have to agree with everybody
here
But most of all, nobody is
going to hurt
me here and I don't have to be
afraid of
crossing that damn street.
|j

But she does want to decrease the
frequency of returns and is

proud of the fact that she only needed
than reinforcing
fuel" her,

in

a

a

few days each stay.

Rather

dependency, these brief respites function
to "re-

the sense of

a

child getting the courage and learning to

separate from her caretaker, but still needing
to return to her pe-

riodically and decreasingly so over time (Mahler,
1978).

Gloria.

Gloria was one of the people who moved from inpatient
to out-

patient to gone without consent (LWOC) to inpatient during
the period
I

tried to contact her.

I

spoke with her in hospital after she re-

turned from her "unauthorized leave".
left again and

I

lost her.

Within the next few days, she

I'm almost sure she eventually returned.

She felt under some pressure from staff to stay so they could negotiate
a

better discharge plan with

a

more appropriate outpatient component.

A staff member told me that outpatient follow up was the subject of

disagreement among providers and, at least

in

his opinion,

their ina-

bility to resolve disagreements was slowing the discharge process.

.
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For her part, she was in the
midst of moving to
had

a

variety of faults.

a

new place, which

She was also moving rapidly
in and out of

psychosis, which apparently never fully
remitted.
was having

a

She said that she

hard time coping with her domestic
problems, the social

expectations and staying sane.
Most of the time Gloria vociferously
rejects any psychiatric

explanation for her difficulties.

She firmly believes that society

cannot tolerate deviants, even those
labelled as brilliant or genius,
and that's why there are mental hospitals.

spirits among other patients and spends
it unstructured,

in

the facility.

a

She is

supporter of the in hospital social club.

Yet, she finds kindred

good deal
a

of time, much of

reasonably enthusiastic
She knows the name of her

current outpatient advisor although she is soon to get another
one
("of many")
She is neither suicidal nor homicidal

what is called "poor judgment"

insists that what will

a

(walking barefoot in

a

blizzard) she

probably happen (like hurting her feet) doesn't

necessarily have to happen.
hold that

and although she acts with

She believes if laws about commitment

judge would never extend her involuntary confinements.

She is connected to the system, tenuously.

Yet, she tends to be

brought in by police or her mother, much more like disengaged patients.
While her inpatient stays remain relatively short, she is looking more

chronic from
treatment.

a

psychiatric perspective and

is

increasingly resistant to

She says that she is starting to feel

function of the hospital

is

that the respite

"not worth the hassle" and that the solu-

::

.
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tlon to her problems with the
system may well

myself and hope they'll forget about
me".
hospital and being there

Gl

oria

is

be to

"maybe detach

Getting admitted to the

more and more of an ordeal.

The hospital is boring.
Too much
food, not enough to do... sitting
around the kitchen. .that 's life
here
.

LY:

Is

Gloria

Well ... It used to. I used to be more
involved, until I began escaping too
many times

it that the hospital

offers nothing?

.

LY:

Why'd you start doing that?

Gloria:

It was seeming more and more that there was
no fresh air and freedom.
You don't
get enough here.
Even though I ask.

LY:

You ever think about the hospital
when you're out?

Gloria

yeah... in the past year I've come
over here a lot, you know, to the
club.. I would come in to see people
Oh-

I

know.

LY:

So, as long as you choose when to come in
and leave this building, you visit a lot.

Gloria

Yeah.

like the building a lot.
I
It's
beautiful.
I
worked for awhile in the
art gallery and loved it.

Two things seem to be happening in inpatient care that are

frightening her away from the building.

In

the past, staff who saw

her during her visits would monitor her mental

responsible for admission.

Now, she is

status and often- were

feeling scared of admission and

.

.
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is

withdrawing from those networks

in

the hospital.

One problem as

she sees it is the inpatient
staff's increasing insistence on
dependence.

The other thing she sees
developing is a more authoritarian

structure

Gloria

Some people have no conception of
their rights and freedoms .. .they
think they have to be part of it
all (hospital life) because
they have no family or people to
care.
This will never happen to
me

LY:

Do you think what happens here has
anything to do with what people
end up doing with their lives?

Gloria

Oh yeah.
They try to make you dependent
on them here.
Like an alternative to their
own family, the staff that is.
Some

people are vulnerable to that.

LY:

What do you really dislike here?

Gloria

The food.
Being stopped from movement.
I
end up feeling sluggish, apathetic,
depressed. .this thing about three meals
a day I don't understand.
.

Later on, following another discussion of dependence and food

LY:

So you think one purpose of
this is to feed people?

Gloria:

Oh yeah.

a

place like

To kill them with kindness and
lethargy. .Some people get hooked on
that.
It won't happen to me.
Never.
.

She told me that the past couple of years have seen
in

both the hospital and her response to it.

a

First of all:

change

::

.
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Gloria

Lately, if I come into contact
with
authoritarian people they think
I'm
crazy and want to put me
away.
Lock
me up.
(But I form relationships
And have kept many relationships
in the
5 years since I got sick).
They try
to regTment you.
And then I get sicker
more high strung ... Lately I
think they're
trying to constantly put you in
their
sphere of living.

LY:

You think they're trying to
change you

in bad ways?

Gloria

I
think they're trying to put
on my ways of thinki ng.
Yeah
.

LY:

So they think your thinking
What is the solution?

lem.

Gloria

a

kabosh

.

is

the prob-

Medication.

I
try to go along with it
far as I can without feeling like
they're
killing me.

as

****** ********* **
LY:

Has it ever been good in the hospital?

Gloria

Well, yeah.
I
used to have more freedom.
In some, ways there was a party type,
happier
atmosphere about it.

*********
Everything's different.
There's no doubt
about it.
Even the patients are different...
they must've clamped down a bit.
Now it's
like being a puppet on a string here.
She used to think the purpose of the hospital was
to help people

"come down"

Gloria

:

from bad or dangerous trips.

Now she thinks the purpose

to make you an entity within society.
Like it's an army out there and you
have to perform in a certain way.
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She likes psychiatric units
on general

hospitals, as do most

people in this group because:

0ri3:

You h ave more freedom and
they don't
watch you 24 hours a day.
You could
go sit outside.
I
just feel comfortable there.
I
don't think they treat
you like a patient there.
They're
friendlier, more like family.

The core of the difference between
the state facility and the

general
In

hospitals is that the latter allows
you more individuality.

UNYPC, treatment is seen as more
repressive and authori tatian

with its goal being total conformity of
patients.

She tells me that

they want her:

Gloria:

to die.
They drug you out so bad all
you see is one thing... and talk about
the most trivial things.
I
consider
that hal f dead.

LY:

Is that what you mean by conformity?
Having trivial concerns and feeling
half dead?

Gloria:

Oh God!
I
see people on the bus.
They
look like they're sleeping.
They are
normal people.
That's what I am supposed
to be... they tear you down here.

Her pattern of eloping from the hospital
until

(UNYPC) didn't begin

several years ago, coinciding with her shifts in perception and

attitude.

While she doesn't totally deny her "sickness", she feels

that the problem and solution are mistakenly identified by institutional

caretakers and is increasingly hesitant to maintain engagement,
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Despite the multiple admissions
of the last
the bulk of her time out of
hospital.

mental

years, she has spent

5

Her degree of engagement with

health providers, while diffuse,
was self-determined (visits,

etc.) and possibly related to the
relatively short hospitalizations.
Now,

she seems to be growing increasingly
antagonistic toward

the inpatient system and fearful
of admission.

Because of the rela-

tionship between her visits and staff
involvement

in

may withdraw from one source of support
and company.
will

admission, she

Whether this

eventuate in greater treatment resistance,
longer term stays and

further disengagement is not clear.

However, there is some sugges-

tion in the literature that loss of an
important environment preci-

pitates more frequent admissions.
a

There

loss of one pathway to the hospital

on other pathways

also some suggestion that

is

(staff) will

(e.g., police and judicial

put more pressure

system;

(Solomon

&

Doll,

1979).

Summary

The people in this group seem to use the hospital as

taining environment during crisis periods.

As

they feel

a

safe, con-

better they

perceive the nacative and destructive aspects of long term hospitalization and see how some people have chosen hospitalization as
life.

prison.
trol

.

Thi

s

fri ghtens

them and they begi

n

to

feel

a

way of

trapped, like being in

Containment becomes confinement, restriction and loss of con-
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People in this group need the
revolving door; they need access
to respite.

They also need to have some
sense of control over ad-

mission and discharge.
a

A few days in

a

crisis/respite unit, with

structured norm of very brief stays
might provide respite and pre-

serve feelings of autonomy and
self-esteem.

more traditional
rules in

a

They could also use

a

psychotherapy model which structures boundaries
and

way that

a

case management model

does not.

ambivalent group seem able to rely on individual
service providers and/or with

a

Members of the

relationships with

friend or friends outside the system.

Although the rehospi tal i zations mean failure to
most of them at
some level, most are struggling to see readmission
as necessary at

times, reflecting not so much weakness, as their need
for respite
in order to

return outside.

Several discussed how the unavailability

of the hospital, except when they "wacked out" was problematic.

Their

comments suggest that an easing of the way in may decrease the need
for actual

readmission to existing facilities.

meable to them:

The system seems imper-

one either gets trapped inside or shut out totally.

CHAPTER

VI

Summary and Implications for Research

I
guess if the hospital didn't
exist, a lot of people would
be dead... from suicide or just
because they aren't able to
take care of themselves.

Bev

Not me.
I'm fine out there.
It's in here that they try to
kill you.
Gl

All

vival.

oria

of the people in this study are deeply concerned with surThose not concerned with physical

survival, per se, are seri-

ously worried about psychic survival; that is, with preserving the
ongoing existence of self.
as being exhausting,

supportive.

To

a

person, they spoke of the "outside"

depleting, unpredictable, frightening and non-

Not all, however, found anything positive to balance thei

fears and sustain them in the "community".
tal

.

Some find nothing in hospi

What hospitalization means and how the psychiatric hospital

func

tions in their lives differ based in part on the relative values the

participants assign to safety and autonomy.
to the mental

Three styles of relating

health system, both inpatient and outpatient, emerged

from their discussions.

People who barter autonomy for

safe environment were described as "engaged".
136

a

dependable,

People who refuse to
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yield autonomy to dependency needs
despite their serious problems
in

living, distance themselves from
the hospital and have been des-

cribed as "disengaged".

p eo

ple who struggle to achieve

a

balance be-

tween the good and the bad in the
system and the weaknesses and

strengths in themselves were described
as "ambivalent".

Similarities across groups.

Despite differences in values, percep-

tions and activity patterns across the three
groups, there were common

themes among participants.

The people in the study all

social isolation:,, ranging from severe to moderate.

described

Not only do they

find themselves on the periphery of the outside
community, they also

are on the edge of or have been cut off from family
involvement.
a

As

group, they perceive their families as neglectful, hostile,
reject-

ing or simply unavailable.

families, they stand alone.

In

relation to their "community" and

Loneliness is

common experience.

a

Another common refrain was that the hospital comes to function
for them as

a

family unit, in good (nurturant) and/or bad (destructive)

ways.

The hospital

Cindy,

for example, has come to feel

is

seen by them or others as their last stop.
the hospital

as

her "home".

James describes how confused and frightened he was at 19 when his

father came and said "I'm taking you home".

When his parents left

him several years ago, the police took over his. father's role and

said "We're taking you to the hospital".
re-hospit-al izations, Sally says,

To explain her multiple

"sometimes

I

just need to go home".
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The hospital

is

the only alternative to the
stresses and diffi-

culties in community living, even
for those participants who have
managed to connect with various
support services outside the psychiatric center.
in

For a few, jail

was considered an alternative,
although

further discussion they expressed
intense fears of the prison

environment.

These fears seemed to center around
the violence and the

lack of concern shown by guards
has been in jail

(caretakers).

Gloria,

for example,

and speaks for others who have had this
experience:

LY

Ever been in ja'il?

Gloria:

For swearing on the streets of
(the city).
Yes.

LY:

What was that like?

G1oria:

The trouble is that even though
I
am tough, the inmates were
very rough, beating everybody
up.
And the guards stay away.
God!
I
hated it.
The inmates
were rough.
You'd go to get
something to eat... (and get)
kicked in the rear end.
At
dinner!
They beat other girls
up there; people walking around
with black eyes and bruised
faces.
The guards staying
away.
I
hated it.

Over and over they would emphasize the lack of real alternatives
that did not jeopardize their sense of security, compromise their values or misrepresent their needs.

Again, thematical ly, participants emphasized their sense of "not
being heard", especially in regard to treatment and discharge decisions.
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While they varied in their goals
(e.g., staying in the hospital
versus getting out)

and to the degree of disregard
they feel, each felt

that her or his voice is silenced
in

a

system where

a

language

is

spoken with which they are not familiar.
There are important differences among
the participants as well
as their common observations and life
situations.

Many of the dif-

ferences in values, needs, and activities
emerge in the resolution of
the conflict between safety and autonomy.

Engagement as resolution

.

Faced with the prospect of aging, as they

continue to fail to meet age-related expectations, people
who describe
total

engagement with the system feel vulnerable and "sick" outside the

hospital.

They appear to accept and embrace their weakness.

tent with this stance, they value benevolence and nurturance.
pend on the hospital as the only safe place they know.

ConsisThey de-

In doing

so,

they sacrifice goals and hopes of returning to life outside the institution and engage in

a

constant battle to maintain their positions and

status as "mental patients".
The "engaged" group believe that those on the outside cannot be

trusted to understand their needs for security and provide
vironment.

a

safe en-

They feel, in fact, humiliated and rejected by people in

the community, most especially by their families.

Not havinga sense of

bel ongi ngness

in

institution.

Although they see and accept that many other people in

the community,

they find their gemei nschaft in the

hospital want to leave quickly, they simply cannot understand why this
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is

so.

Resolution of conflict via
engagement appears to negate or
devalue age-related experience
and to quiet this group's
underlying
fears of loneliness, meani
ngl essness and emptiness.
Once engaged,
they seem concerned with
neither aging nor the meaning
of their existence.
The hospital functions for
them as both a family and community in which they have a
comfortable social role.
In order to maintain a harmonious engagement,
these individuals deny the "bad",
dangerous and infantilizing facets of
hospitalization.
these institutional

If certain of

characteristics cannot be denied, they are
con-

strued by this group as discipline in
the service of caretaking.
This sort of engagement is what Goffman
(1964) called the in-

stitutional syndrome resulting from long term
confinement, often

involuntary, in total

outside world).

institutions (those with little access to the

Each person in this group, however, was volunteering

for longer term stays and each was subtly or
overtly encouraged to

leave the hospital.

The hospital

has important meanings for them as

"good home" and functions to provide respite, nurturance and
able, predictable environment.

a

reli-

They seem to shift negative charac-

teristics, such as neglect, rejection and misappraisal of one's person
to the

family of origin or marriage.

The family and patient appear to

collaborate in rejecting one another and the psychiatric hospital
replaces the family for the patient as
of rules and relationships.

a

safe, containing life space

-
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Disengagement as resolution.
in

More than any of the other
participants

this study, people who disengage
themselves from the mental

health

system are unable to find any
trustworthy environments which meet,
even partially, their needs for
security and nurturance.

Relatedly,

they portray themselves as isolated,
lonely, and desperate in their

struggles to both master developmental
with the meaning of their lives.
cerns seem

i

nsurmoutabl

e

to them,

transitions and come to terms

Developmental and existential congiven the actual

of existing community and social supports.

impoverishment

Their distortions of them-

selves and of external reality, moreover, are
severe and pervasive.
The "disengaged" group emphasize the high
value they place on

independence and autonomy, traits and experiences which they
associate
with "becoming

a

mature adult" and with feeling strong.

They seem,

however, unable to cope with, understand and find ways of
alleviating

disabling psychotic symptoms which are exacerbated by the isolation
(independence) and the actual failures they sustain in their efforts
to

grow up.

Idiosyncratic and sometimes aggressive behaviors, performed by
them outside the accepted social order, lead to public recognition
and police involvement in facilitating their multiple re-hospi tal

zations.

Disengaged people rarely use the hospital directly as

solution to their difficulties in community living.
of the mental

health system as

a

social

a

Their perception

control agent appears to

jeopardize positive engagement with any aspect of it.

i
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The hospital

has come to mean for these
persons personal

res-

trictions, coercion, frightening
or destructive "cures", all of

which threaten their sense of ongoing
being and autonomy.

As

James

said, others take over the "crazy
person" who is then lost to him

or her self.

They do not want to forget who they
are.

As

result

a

of these values, perceptions and
distortions they are alert for en-

vironmental qualities which endanger their
sense of integrity and

autonomy.

There is for them more danger of this
occurring inside

the hospital

than out in the community.

They percei ve treatment provi ders essentially
as careless, pro-

viding neither good, thoughtful treatment nor
an atmosphere of caring
for (loving) the "patient".

Providers appear to them distant from,

deaf to and irresponsible in their treatment of the person.

These

patients see their families also as careless and restrictive.
see any relationship,

in

fact, as threatening to autonomy.

They

Few of

these participants had reliable friendships or relationships in the

world and, to repeat, they were the most alone of all

the people in

this study.

Like James, JB and the others described in Chapter 4, members of

this disengaged group seem seriously at risk for intensifying psycho-

pathology, treatment immunity and involvement in the legal system.
They also are at risk for increasing engagement with the psychiatric

inpatient system, either because their values may shift toward "total

acceptance" of their disability or because they will be judicially

mandated to longterm involuntary hospitalizations.

In

any event, they
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seem more at risk for serious
suicidality.

They simply do not get

their care and treatment needs
met in any situation.
At the time of the interviews,

"disengaged" individuals des-

cribed the hospital as "correctional",
"like jail", and "confining".
The hospitalizations mean

development.

a

loss of autonomy and signal

failures of

The readmissions function to
remove them from the world

for the protection of others rather
than for their own safety.

Ambivalence as resolution.

Melanie Klein (1975) calls ambivalence an

"achievement" because it reflects in part

a

cognitive and affective

acceptance of imperfection in the self and in others.
relate in an ambivalent fashion to the mental
to

find something useful

in hospitalizations,

People who

health system seem able
but are able to depend

on and use outpatient supports in maintaining themselves
in the com-

munity.

They all seem able to have some semblence of relationships

with friends and roommates on the outside.

They realize, however,

that these friends cannot provide them with all

they need and that

having relationships is strenuous and depleting as well as sustaining

They find trusting others difficult.

Feelings of both isolation and

suffocation in relationships increase with and contribute to intensifying emotional

crises.

The "ambivalent" group sees the hospital as the only available

place for respite.

Being surrounded by nurses, aides and especially

other patients during their crises creates for them
peutic "vacation".

As

a

brief, thera-

they feel better able to care for themselves
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and less self destructive, however, which
takes

a

few days, they res-

pond with increasing negativity and fear to the
rigidity and control

maintained by the hospital staff.

They then describe feeling like

children with parents who fail to respond to their changing
needs.
This group values independence and maturity.

Their fear, though,

that long term stays in the hospital will encourage their dependency

is

needs.

They see the quality of their lives as endangered by vulnera-

bility and neediness.

The hospital

provides for them an environment

that they generally trust only when they feel unable to maintain con-

They are able to internalize the hospital's function quickly.

trol.

At this point, they feel

a

need to regain some control over their lives,

including the treatment and discharge process in which they feel

ig-

nored or misinterpreted.

Although they all agree that they need some place where
deal

a

great

of structure and protection temporatily is provided, none saw

hospitalization, with its threat to autonomy and self esteem, as
solution to her problems.
more as

a

respite or

a

Rather, the hospital

functions for them

re-fueling center for crisis resolution, than

as a treatment-oriented medical
all

a

are fearful of hospi tal

facility.

treatment

,

More specifically, they

believing that it has destroyed

people who have been hospitalized for long periods.

These persons say most clearly of all parti
a

ci

pants that they need

"revolving door", or at least signed and visible entrances to and

exits from an inpatient, high-security resource.

They sometimes find
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themselves frightened and frustrated about
getting in when they feel
they need to do so.

Once in the hospital, they have the same
con-

cerns and feelings about getting out when
they feel

Reconsideration of the literature.

ready.

The perceptions, life situations

and values of the participants described in the
interviews create the

basis for reviewing the literature on readmission and
provide many

reasons for questionning what readmission, as an evaluation
indicator,
is

really measuring.

In

what follows, existing research

is

recon-

sidered in light of the findings of this study.
Actual

number of documented readmissions during the past two years

did not vary across the subgroups defined and discussed in previous

chapters.

Yet,

the participants as

a

group had had

treatments and experiences in the system.

a

variety of prior

Longer stays versus shorter

ones, varying amounts of experiences with community alternatives, and
the degree to which they maintained engagement with aftercare resources

were not differentiated by number of readmissions.

In

fact,

if any

trend exists, it is for short stay patients to use aftercare resources,
not necessarily more, but more effectively and appropriately than

longer-stay patients.

This is in contrast to evaluation data which

suggest that longer stay patients tend to seek more aftercare.,
Two modifications of existing research are suggested by the results of this study.

One is that aftercare, as

a

generic term, does

not contribute to an understanding of different ways of perceiving and

,
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and using actual
and clarified.

outpatient resources, and needs to be differentiated
The second modification suggested
by the participants'

histories is that length of stay might be

a

more appropriate evalua-

tion indicator if the goal of the system
is to increase the actual

time patients spend in community rather
than avoidance of hospitalization

.

One finding of this study, i.e., the existence
of unique subsets

of people who are multiply admitted explains some of
the diversity in

reported case studies of either individuals or particular groups.
Zaleski and colleagues

(1979), for example, described multiply admitted

people who wanted long term stays.

Their clients clearly are similar

to those who participated in the study and described themselves as

engaged: highly dependent, desperate and frightened in the "community",

isolated from both family and the larger society.

The "engaged" per-

sons in this study, like the individuals described by Zaleski and

others

(1979), come from and return to rejecting families.

no suitable environments available in the community.

suffer

a

They find

Most are suici dal

great deal out of hospital, and seem unwilling or unable to

take responsibility for their own care.

considered by Zaleski et

al

.

These characteristics are

strong bases for deciding on long term

hospitalization as the treatment alternative of choice.
People who are disengaged and fail to see any good in the system
also meet the criteria used by Zaleski to consider persons for long
term hospitalization (institutionalization).

tant ways, however:

They differ in two impor-

they do not want to be in hospital

and are highly

147

counter-dependent.

The participants in the disengaged group in
this

study appear more similar to those described
by Robbins and colleagues
(1978), Schwartz and Goldfinger (1981) and Lamb
(1982).

They look

that is very much like representations in the
literature of the young

adult chronic patient.
In

many ways too people in this disengaged group have the least

social margin in treatment and community settings and resemble the

"space cases" described by Segal and coworkers (Segal et.
1980).

al

.

,

1978;

They are concerned about survival, fear confinement, are

aggressive, are visibly socially deviant, and are impulse ridden.

They

are psychotic much of the time, isolated and untrusting of any autho-

rities.

Individual

integrity, independence and felt self control are

highly valued by them.

Developmental and existential concerns are sa-

lient for these persons as is their sense of failure and inability to

consolidate an acceptable self-identity.
Emotional crises rarely culminated in serious suicidal gestures
on

the part of the disengaged individuals in this study.

This is in

contrast to the findings of Robbins and others (1978) and Schwartz and

Goldfinger (1981).

They did speak of suicide as

a

solution to their

pain, but seemed to not have accepted it as the solution.

generally eventuate for them

in

Crises

acting out often leading to police

involvement in their readmi ssions

.

As Lamb

(1982) notes, though,

they may finally despair and give up the struggles.

Their suicide

potential may increase over time, as their situation deteriorates.

.
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People like those described as ambivalent
seem to be missing
in

the literature, although they accounted
for over one third of

this study's participants.

While people in this group were most

aware of impending emotional crises, and defined their
problem at

admission time as "a crisis", they are similar in few ways
to people

described as "chronic crisis patients" by Bassuk and Gerson
(1980).
The latter studied persons who came into the emergency room
for psy-

chiatric intervention.

Of their sample, 16 percent were found to be

frequent users of crisis services.

Many had histories of multiple

readmissions and were more likely to be readmitted than "non-repeaters".
"The network of social

supports available to repeaters was significant-

ly more sparse than that available to non-repeaters..."

(p.

1515).

The repeaters also were found to elicit greater dislike and anxiety

from crisis clinicians.

Bassuk and Gerson seem to be describing

a

cross-section of the three groups found in this study, rather than
patients who see themselves as in crisis and needing

a

place for crisis

resol ution
It

is

unfortunate for those

identified in the literature as

I

a

call

ambivalent that they are not

discrete, clinical group.

In

ways, they are "better off" than their cohorts in other groups.

many
They

describe richer social networks and can tolerate interpersonal relationships better than either engaged or disengaged persons.
able to use the hospital as

a

They are

therapeutic, holding environment during

crisis periods, internalizing control and containing functions rapidly
and successfully.

Long term stays tend to be counterproductive for them.
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One problem seems to be that their
emotional conflicts and

crises are acted out in serious suicidal
behavior.

Five of the seven

in this group always were admitted
because of suicidal

tent or attempt, and are at present, most
at risk.
is

ideation, in-

The suicidal ity

not chronic for the members of this group
as it is for the engaged

individuals.

It

seems discrete and associated with particular events

in their environments.

Respite and re-fueling serve to alleviate

their impulses to hurt themselves.
In

this study, there was some evidence suggesting that, while

diagnosis did not appear to differentiate engaged and disengaged persons, the ambivalent group was distinguished by
nia, chronic diagnoses as well

lopmental

as by

a

a

lack of schizophre-

relatively more "mature" deve-

stance in relation to themselves and others.

Ambivalent per-

sons, as differentiated from those in the other two groups, also are

more likely to be females than males.
Yet,

These findings seem important.

this group seems to get lost in any analysis of relevant clinical

subgroups of multiply admitted patients.

It may be that the

intensity

of their suicidal and self destructive impulses and the seriousness
with which they act them out serve to obscure their strengths and ongoing struggles to mature (even while they are related to the

strengths).

These findings about psychiatric and developmental diag-

nosis are suggestive at best.

Little more about the relationship be-

tween diagnosis, developmental

level and "patient style" can be said

from the chart data and interview content reported in this study.
In almost all

reports about multiply admitted patients,

a

lack
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of benign family involvement is
described and emphasized.

This find-

ing is supported by the people
who participated in this study.

see themselves essentially as
homeless, and many feel It as

a

They
problem.

They are impoverished socially,
financially, and personally and have
little with which to barter in the
mental health system and surrounding communities.

Implications for Further Research

Because of the exploratory nature of this study and
the particular organizational

framework used to order and discuss the results,

several trends and potential

analyzed in depth.
For this reason,

I

"organizers" emerged which could not be

These findings can be seen only as suggestive.
discuss them briefly and in the context of potential

research directions.

Small-scale research
all

.

Of the twenty people interviewed in this project,

but one had grown up in the area surrounding the psychiatric cen-

ter.

James grew up in another part of New York, moving to the center's

catchment area during his early adolescence.

In

conversation, almost

all

participants said they would probably continue to live in the area

for

a

long time ("Probably die here", Bonnie).

Area mental

health

providers, then, are,.»going to have continued contact with these individuals.

They

also'-

are likely, in step with the patients to repeat

patterns of interaction that promote the problem, which is that nothing

.
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seems to change and that the
quality of the patients'
lives regains
unimproved

One of the non-productive
patterns alluded to by participants

which deserves further study,
was the "taking of sides"
in and the
adversarial nature of admission,
treatment planning, and discharge
processes.
If a patient, for example,
like Cindy, is very dependent,
the staff seem to design
plans to discourage and punish
that depen-

dence.

This does not seem to work
and culminates in the patient and

staff fighting one another.
the other hand, like Gloria,

The patient who treasures
autonomy, on
is

encouraged to depend on and trust,

rather than to fear and fight, the
system.

This seems only to increase

anxiety and resistance.
Research which examines staff and multiply
admitted patients'

experiences of each other in relevant, local
settings could contribute to better treatment plans for these
patients.

It also would serve

to promote better understanding on the part
of the staff on their in-

teractional contributions to their and the patients'

"failures".

Conducting research on

a

small

frustrations and

scale, especially inter-

view-based research, contributes to the understanding of
participants
in a way that

workshops and in-service programs do not for many staff

and case management does not for patients (Sanford, 1982).

Smaller

scale research can be action and change-oriented as well as informational and theoretical.
ing and designing local

Such research should be considered in evaluat-

programs as well as for understanding the na-

ture of the specific population for whom the programs are designed.
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Developmental co

rKgj^nd^

this study expressed

a

and becoming "adults".

Participants in

considerable amount of concern
with maturing
Living in the community, they
are not pro-

tected, as those in total

institutions were, from observing
same-age

peers and evaluating themselves
in relation to non-psychiatric-pa-

tient peers.

The persons in this study
had different ways of coming

to terms with age-related
changes and expectations.

Lamb (1982) notes that clinicians
accept but do not take seri-

ously the "idea" that "mental patients"
change and develop over time,
even though these processes and the
patient's understanding of them

,

may be as important as their psychiatric
condition in understanding,

designing programs for and treating them.
time is more important in

a

How individuals change over

"deinstitutionalized" mental health sys-

tem than it was in the era of institutionalization.

itudinal, interview based research with
tional

a

And yet, long-

focus on personal and situa-

change, such as that conducted by Levinson (1978) on adult

development, has not been applied with this population.
Such research seems important because as the patients change
over
time, the system will

be confronted with the need to change as well.

That is, the system will

be

confronted with new "problems".

In

this

study, for example, there were suggestions that older individuals
begin to reassess needs for security versus autonomy.

This seems to

be an age-related process.

As more patients are in the system, they

may seek greater security.

Given the current structure of the sys-

tem, this means

increasingly restrictive environments.
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™JLJ^sion^

As noted in the review
of the literature,

case studies of the "young
adult chronic- population
have been notable
in their focus on young
men.
Schwartz and Goldfinger
(1981), for
example, describe their
"prototypical young adult chronic"
as a 28

year old male.
will

Segal and Baumohl

be the most difficult mental

(1980) note that "young adult males

patients of the

1980V.

They note

further that young men are likely
to become the bulk of multiple
ad-

missions

(p.

358).

One would assume from the literature
that female patients will

conform to the images of and ideas about
the "young chronic" now
being developed.

That females do not conform to prototypical
male

models, however, has been shown by numerous
researchers (e.g., Eagly,
1978; Gilligan,

comes

a

1983; Miller,

1976).

This non-conformity then be-

form of deviance when measured and understood
using the

(male) standard.

Women frequently are omitted from research result-

ing in misleading psychological and developmental
(cf.

"facts" and theories

Gilligan, 1983).
In

studies using readmission as an evaluative measure, gender

effects rarely are reported, and when they are, they show as nonsignificant.

In

recent research on the effects of an intensive

psychiatric rehabilitation program on recidivism, Dincin and Witheridge
(1982) do report significant gender differences in outcome.

Women

showed no difference in readmission rates regardless of experimental
or control

conditions.

Men showed differences in favor of the more

intensive (expensive) programming.

The researchers have difficulty
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explaining this finding because
of the lack of relevant studies;
they conclude, therefore, that
the "problems confronted
by women must
await further research"
(p. 649).
They do suggest that their intensive programming may reflect "a
male value system".

That women con-

front this problem, despite their
predominance as mental health ser-

vice consumers, has been documented
by many (cf. Brodsky

Mustin, 1982).

&

Hare-

Little is known and/or incorporated in
program de-

sign of women's value systems and
preferences.

Contrary to existing research, the sample in
this study, was
nearly equally female and male

(11

women,

9

men)

(See Table 3).

There essentially are no gender differences in
their age and rate of

readmission over the last two years.

There are, however, interesting

differences in length of stay and diagnosis.

The women stayed in the

hospital an average of 40 days, with

a

stayed an average of 63 days, with

median stay of 49 days.

a

median stay of 24 days.

the borderline personality diagnoses were of women.

the eleven were diagnosed as schizophrenia, chronic.
the men showed

a

The men
All

of

Only three of
By contrast,

predominance of schizophrenia, chronic diagnoses:

six of the nine had this label.

When asked about changes that would make their lives better,
far more women than men emphasized, or even mentionned, finding

relationship or recovering
having

a

for them.

a

lost one.

a

The men described finding work,

better place to live, and buying

a

car as important changes

Men and women seem to be describing differing valuations of

relationships and independence.

This,

however, is only suggested by
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Table

I

('111,1

1

3

PS

Acjo

Marital
Status

Number of
Admissions

Length of
Stay

Katheri ne
Mari lyn
Stel la

51

D

7

50
42

W

10

59

D

6

36

Sally
Gloria
Nancy
Bonnie
Ci ndy

37

S

5

7

33
30
30
22
22

S

8

15

D

4

7

S

5

15

S

5

S

4

21

S

6

20

c

122
20
39
24

'

Bev
Sandra
Fran

5

91

Standing
Diagnosis
Bipolar D/0, Manic
Bipolar D/0, Manic
Bipolar D/0, Manic
Borderl

1

ne Pers

.

D/0

Schizoaffective D/0
Borderline Pers. D/0
Borderline Pers. D/0
Schizo, Ch. Undiff
Borderline Pers. D/0
Schizo, Ch, Undiff.
Schizo, Ch, Undoff.

Mai es

Mi ke

Randy
George
Peter
James
John B.
Victor
Andy
Charles

47
42

D

4

S

7

37
30

D

5

S

7

28
28

S

5

D

6

27
22

M

5

S

5

21

S

5

60
15
50
27
49
50
35
30
62

Bipolar, D/0, Manic
Dysthymic D/0, Alch
Schizo, Ch, Para.
Schizo, Ch, Undiff.
Schizoaffective D/0
Schizo, Ch, Para.
Schizo, Ch. Undiff.
Schizo, Ch
Para.
Schizo, Ch, Para.
.
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by this study.

Further research seems important in
this area.

Although males and females were
equally distributed
gaged and disengaged groups, there
was

bivalent group.
men.

a

in

the en-

majority of women in the am-

Five of the seven participants in this
group were wo-

That this is the only group not clearly
defined and described in

the literature may be more than coincidental.

It

seems important,

given these preliminary findings, that researchers
seriously consider

gender as an important correlate of patient values and
attitudes as
well

as ways of relating to and using the mental

Re-evaluation of the revolving door

.

health system.

Several researchers have sug-

gested that the "revolving door" as currently conceptualized and ex-

plained be re-assessed taking into account the functions of the mental

hospital

Solomon

&

for patient and community (Bachrach, 1982; Geller, 1982;

Doll,

1979).

Given the relatively scarce resources allo-

cated to community alternatives,
at least for some patients.
in or out,

a

revolving door seems necesssary

Closing the door, whether the patient

,

is

does not seem to be the solution to his or her problem.

One of the issues for the deinstitutionalization movement histor-

ically has been the lack of coordination (and the actual distance

oftentimes) between state inpatient resources and community mental
health centers.

In

implementing deinstitutionalization policies, lit-

tle, permeability was built into the system among low, medium, and

high security facilities.
The participants in this study all

seemed to feel

a

need to nego-

157

tiate the boundaries between
in (hospital) and
out (community), regardless of their position in
the negotiations.
They spoke clearly
about the difficulties, the
exhaustion and the loneliness
outside
the hospital.
Each expressed needs for
some reprieve and/or intensive treatment for some of the
time, away from the outside
world.
For many of these persons,
loneliness characterized their
hospital

experience as well, providing little
reprieve from their difficulties.

Treatment needs cannot be met in
such an environment.

The

problem is that no alternative outside
the hospital exists for any
of the participants, including those
for whom the hospital

is

a

non-

facilitating environment.
Their comments and experiences, while
varied, suggest that

a

"revolving door", or more permeability of
some sort, be built into
the existing system.

Used intentionally, it can be

a

resource in

treatment and aftercare for some patients (e.g.,
implementing an
"Open door contract" with certain people).

shift from being used primarity as

a

As such,

readmission would

dependent measure of treatment

interventions to being used as an independent variable.

Concl usi on

.Sylvia Frumkin is the name given by Sheehan

woman whose life
health system.

is

(1983) to

a

young

inextricably linked to the New York State mental

Sheehan followed this woman's life as

patient for more than

a

year.

a

psychiatric

She observed and spoke with everyone
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in Ms.

Frunkin's treatment, family and
social networks.

allows everyone, including Ms. Frumkin
herself,
search process.

a

voice in the re-

She also provides descriptions
of settings, pro-

viders, and treatments as an "outside
observer".

strength of her analysis of the mental

By doing this,

Part of the

health system lies in seeing

and presenting an individual, Sylvia
Frumkin,

context.

Sheehan

in human and system

Sheehan validates some of Sylvia's percep-

tions, observations and thoughts with her
own observations and infor-

mation about the treatment system.
What Rosenblatt and Mayer suggested to mental
in

health researchers

1974 was attempted several years later by Sheehan, interestingly

enough,

a

journalist.

There has yet to be an acceptance of patient/

person centered research in the social sciences, perhaps especially so
in

research on the "mentally ill".

There continues to be

a

devalua-

tion of the subjective experience of the psychiatric patient (see
Jones & Sidebotham, 1962 for
All

a

remakably clear statement of this).

of the participants in this study talked about the hospital's

and the staff's problems as they experience them.

They generally com-

plained about lack of respect, individual treatment and straight talk

about their disabilities.

Some spoke of being misunderstood.

Staff

were perceived, to varying degrees, depending on the patient's rela-

tionship with the system, as inattentive and uninterested.

Sheehan

presents evidence that suggests that many of these complaints are

reality-based.

Yet,

when Strupp,

Fox and Lessler

(1969) found that

"successful" patients rated their treatment providers as "interested,
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understanding, and respectful",
they explain the findings
away:
The Patients' preference
was clear:
They
found a "human therapist"
(as opposed to
an impersonal one) helpful

Income
0
sense
blem 1n »"l°Sous
ask?
!£
g
a °cMld
chi d about his
preference for a parent
Clearly in this instance,
as in many others' the
patient's reports cannot be
accepted at face
value (pp. 116-117).
r

It seems,

\LtT

then, that despite the
call

for more patient-centered

research, those who study the
workings of the system and
evaluate its
benefits to consumers, continue
to construe the patient's
reports as

unreliable and/or meaningless.

This argument that psychiatric
patients

are unreliable voices in articulating
their dilemmas and ideas about
resolving them is not dissimilar
from what historically has been
said
of women, Blacks, children and
other minority groups to justify omitting them from participation in
research, even research about them.
The mental

health profession has been confronted
painfully, and

perhaps increasingly, with the errors
of such judgments and omissions.

Gilligan (1983), in concluding her argument
that the omission of

women's voices -from human development
research perhaps has resulted in
a

"limitation in the conception of human conditions",
writes:
As Freud and Piaget call our attention to
the differences in children's feelings and
thoughts, enabling us to respond with greater care and respect, so a recognition of
the differences in woman's experiences and

understanding expands our vision of maturity
and points to the contextual nature of developmental truths
(p. 174).
It

is

hoped that this study

is

one contribution toward giving

voice to psychiatric patients, especially those who are poor and have
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little status, enabling "greater care
and respect" for them.

This is

hoped lest our research and policies
about them truly reflect Gloria's
fears when

I

asked her how she would illustrate

a

capture and express her experiences of the mental
this study.

cover, one that would

health system, for

Getting down on her hands and knees, spanning an imaginary

railroad track, she said she would call her portrait:
the psychiatric train".

"Run over by
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February

3,

1983

Dear
I
am in the process of doing my dissertation research
on
multiple admissions to psychiatric facilities. The
study
is exploratory in nature and will consist of
patient accounts
of their experiences in hospital, and to a lesser extent,
in
community.
To this end, I would like to interview twenty pati tents who have had 4 or more admissions
to a psychiatric facility or unit in the past two years. The interview is semi -structured; and, feedback from preliminary interviews indicates that
the questions are perceived as neither threatening nor difficult.
Participants are informed about the nature of the research during
the initial contact and again during the introductory phase of
the interview.

Individuals who participate are assured of confidentiality
and are told that no one, including their advisor/therapist, will
be informed of their participation (or lack thereof) in the
project.
My experience thus far indicates that most people are
enthusiastic and see the interview as a way to discuss their
thoughts and feelings about the hospital with someone who is
unrelated to their ongoing or future psychiatric treatment.
If you know of any patient who has a history of multiple
admission and for whom you feel participation in this project is
not contraindicated, please contact me through Phoebe in the ACL)
office.
I
plan to be in Albany on Mondays and Tuesdays and will
be glad to meet with you to discuss the research.
Dan Ceranski
and Sherry Gold also have information about this project.

Thank you,
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February

3,

1983

Dear

My name is Lorraine Yasinski and

University of Massachusetts.
have been admitted to
in

the past two years.

a

I

I

am

am doing

a

a

student at the

study on people who

psychiatric hospital more than
I

4

times

am interested in how people feel

and

what they think about their experiences in the
hospital and with

psychiatric treatment.
I

1

is

will meet with people who decide to participate
for about

to Us hours.

The interview consists of questions like "What

it like being in a

psychiatric hospital?"

do not wish to participate will

Whether you do or

remain confidential, as will any-

thing you should say during an interview.
I

will

be contacting you by phone in the next few days to

see if you are interested in being

a

part of this project.

Thank you,
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opportunity to ask questions and
express concerns.
0

discussed,
Tulnll?

I.

int rVieW Wh1Ch includeS
a11
Th
The
sequence varies across

fonow,
follows.

'

*™zs

to be

individuals.

What is it like where you live
now?
-

How long have you lived there
What were the circumstances of the
move to current
res dence
With whom, if anyone, are you living
What do you like about where you live,
if anything
What bothers you about it
Is it possible to change what
you don't like
What's the best place you've ever lived
What made (makes) it so good
How many different places have you lived in
the
past few years:
Circumstances of those moves
How much of your time do you spend where you
live
Whom do you see most often
What do you do most often
What do you do when you're alone.
With others.
i

-

-

-

-

II.

How does it usually happen that you get admitted to
hospital
-

-

-

-

-

III.

Circumstances of recent hospitalizations
Do you usually want to be in the hospital or does
someone else feel you should be admitted
What makes the admission necessary (from either patient
or other point of view)
Why the hospital and not some other place
How long do you usually stay in hospital
If it were completely up to you, how long would you
stay

What is it usually like in the hospital
-

-

Describe what you do during the day and evening
What is it like at night (sleeping)
Is it possible to make friends in hospital
What's the best experience you've had in hospital
What do you like least about being in the hospital
Does being in the hospital make a difference in the

.

•

"

way you feel
Do you act differently
than when you're not in
n
Pe ° Ple feel
when
r.t„

tVSosp?^

^

^

sy

What's the purpose of
psychiatric hospitals
h

'
-

"
-

-

-

U th1nk Pe ° Ple USU3lly
90 t0 a P^hiatric
ho spUal°
Do you think most people
feel better or worse when
they're in hospital

e ter ° r WOrse:
What makes th ^t happen
11
l
hat+ do
staff think the purpose of the
hospital is?
What makes you think that
When you think about your own
experiences, has beinq
in the hospital usually been
a good or bad thing
What would happen if the hospital
weren't available for
peop e
Is there a hospital you like
better than others
What about it makes it better
I

-

What happens when you get discharged
-

-

-

How
How
How
How
How

do
do
do
do
do

patients feel when you leave
staff feel
you feel when other patients leave
most people feel just before they leave
most people feel just after
Do people return after discharge just to
visit
Do people ever see friends from hospital.
Do you
Where do you usually go after you leave the hospital
Do you continue to see a therapist or a
doctor
How frequently and under what circumstances.

When therapists or doctors or staff talk about
treatment,
what do they mean
-

-

-

going into a hospital the same as getting treatment
there a difference in the treatment you receive
at outpatient clinics and in the hospital
Does treatment make any difference in the way you feel
When you think about things that might be helpful
for you, what do you think about
Is there anything you're involved in now that you
find helpful .. .dimensions
Is

Is

Feedback from the participants about the interview
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Informed Consent

™

project but that ray identity will „
0
b£
»
e
v
given the opportunity to ask
questions about the study
d
that these questions have been
answered to ray satisfaction

f

date

date

f

participant's signature

wi tness

^
I

he

feel
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Informed Consent

"3?™" w.Wiiisiiis,"
Possible^Risks:

se arch orniPrt

been
I

Process of interview may be
upsetting for some indi-

the

LpUined^o

T

me

66 t0 P art1ci ate in the above
described reP
"* P °" 1ble co ications °^hich have

^

have received assurance that I may
withdraw from participation at
that should I decide to withdraw
lom tL

ornipT'r

Vif^

"°

3nd 1,111

Ul\Lutl]
ment is
available for my condition.

be 9 iven whatever treat-

LEGAL RIGHTS IN EVENT OF INJURY
I
further understand that my legal rights
regarding negligence and the
liability of the institution or its agents
or those responsible for
conducting the proposed research are not waived.
I
understand in
accordance with the requirements of the Department
of Heal and Human
Services, that the Capital District Psychiatric
Center does not have
a formal plan or program to provide
for the cost of medical treatment
or compensation for any injury which occurs
as a result of this study
and for which they do not have legal liability
NOTIFICATION OF INJURY
In the unlikely event that I am injured
as a result of my participation, I understand that I should promptly inform Lorraine
Yasinski
or Robert Greenbaum.

:
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PROJECT APPROVED BY INSTITIITTO

Date

"

~~

Signature of Participant

Witnessed

r^^

